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Iv Is NOW WELL KNOWN that many viruses cause 
the clinical syndrome of aseptic meningitis. In 
this hospital, during the years 1947 to 1955 in- 
clusive, 96 cases of aseptic meningitis were 
studied in a combined clinical and virological 
investigation, and the findings suggested that 
about 50% were caused by poliomyelitis, Cox- 
sackie B, or Echo viruses. The Echo viruses, only 
quite recently identified, have now been estab- 
lished as etiological agents in epidemics of sea- 
sonal aseptic meningitis in several other parts 
of the world.?"> 

The present report describes a further out- 
break of aseptic meningitis in Toronto and vicin- 
ity, occurring in 1956. This epidemic was 
characterized by the appearance of a maculopap- 
ular rubelliform rash. This particular combina- 
tion of aseptic meningitis and rash has not 
previously been observed in epidemic pattern in 
this area. However, since 1949, observers in vari- 
ous countries have described outbreaks of menin- 
~ gitis in which a rash was a characteristic feature. 
Thus, Parry and Good described an epidemic in 
Hampshire, England, in 1948,° and Covernton 
and Miles’ reported an epidemic from Australia 
in 1953. More recently, numerous reports have 
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come from England*-"* and from Belgium." Virus 
studies on these European cases are still in 
progress, but results to date suggest that some 
have been caused by a virus which produces 
myositis in suckling mice with histological 
changes similar to those found in Coxsackie virus 
A infections.'° However, serological studies sug- 
gest that these viruses are related to Echo viruses 
of Type 9 rather than the Coxsackie A group. 
In contrast, all other Echo viruses have proved 
nonpathogenic to suckling mice. 


An epidemic exanthem investigated by Neva, 
Feemster and Gorbach in Boston in 1951 appears 
similar to the present outbreak in many re- 
spects.!® The illnesses were however much mild- 
er, there were no signs of meningitis, and the 
illness was so transient that hospitalization was 
unnecessary. Agents recovered from these cases 
are apparently similar to strains recovered from 
cases of aseptic meningitis which occurred in 
Boston at the same time.’® It would appear likely 
that Echo viruses can cause subclinical infec- 
tions, exanthematous rashes, and aseptic menin- 
gitis with or without a rash. 


CLINICAL FEATURES 


During the summer of 1956, 115 children were 
admitted to The Hospital for Sick Children, Tor- 
onto, with a diagnosis of aseptic meningitis. 
Enquiries from practitioners revealed that many 
more cases occurred in the city, but were cared 
for at home. Similar illnesses occurred in adults. 
We had no opportunity of studying any such 
cases but we understand that manifestations 
pointed more to an encephalitis than to a menin- 
gitis in the adult cases. 

It is interesting to note that, during the same 
season, only 16 cases of paralytic poliomyelitis 
were admitted to The Hospital for Sick Children, 
Toronto. 


The distribution of the 115 patients by age 
group was as follows: 





LIBRARY 
BOSTON UNIVERSITY 
SCHOOL OF MEDICINE 











LAFOREST AND OTHERS: 





28 cases (24.3%) 
73 cases (63.4%) 
14 cases (12.2%) 


no cases 


P= MONIG 3 o  a eee cake Ree ewes 
B=) OME cas bu Sal beee SOAR ERS 
db, ECCT TCE TT ET Te 
RESMMRTE NINO hahaa niet nsce tht ate tle 


Six of these patients were babies aged from 
5 to 12 months. 

A history of biphasic illness was obtained 
in 42 patients (36%). The main features of the 
first phase were: fever, cold in the head, vomit- 
ing, diarrhoea, and sore throat. The onset of the 


TABLE I.—FREQUENCY OF CLINICAL FEATURES OF THE 


Masor PHASE oF ILLNESS IN 115 Cases oF ASEPTIC , 


MeEnInaITIs, ToRONTO, SUMMER 1956 


Clinical feature Number of cases 


RE 8 och kN tg nea Na ig eect ie Ni Alida ls 115 (100%) 
6 Salad Sa ate ancl s aaa gh geet het 106 (92%) 
NNO coo ara ara hee hd etl at 83 (72%) 
MDE 28 Laks fs Screech anna 83 (72%) 
SS ent 50 (48%) 
RS ne Oxi ok behibeo ma eee seteiads 46 (40%) 
POMROTMON TIBI «5. 65.562 w ob Sass oss elers 35 (30%) 
CO, RE err re re rts er ore 23 (20%) 
I 66.00 asics KW ace eee eae 23 (20%) 


major phase was abrupt. All patients were pyrex- 
ial and presented typical signs and symptoms 
of the aseptic meningitis syndrome, as shown in 
Table I. It was noted that many patients ad- 
mitted during July were lethargic. In patients 
admitted in August and September, however, the 
predominant feature was irritability, few pre- 
senting with lethargy. In two patients, abdominal 
pain was sufficiently severe to suggest a diagnosis 
of acute appendicitis. 


Aseptic MENINGITIS 
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meningococczemia. No lesions were found in the 
mouth or throat. Lymphadenopathy was not a 
feature of this illness. The rash did not scale, and 
it cleared without complications. The _ illness 
occurred, apparently indiscriminately, in those 
previously vaccinated with Salk poliomyelitis 
vaccine and those not so inoculated. 


CEREBROSPINAL FLUID 


The mean cell count was 694 cells per c.mm. 
This figure is considerably: higher than that found 
in poliomyelitis and Coxsackie meningitis, for 
in our experience, counts in these infections are 
seldom above 200 per c.mm. The differential cell 
count in some cases showed 100% neutrophils 
(Table II). The protein level was slightly elevat- 
ed and six patients showed 80-100 mg. %. Sugar 
content was in the normal range. 

Peripheral blood counts varied from 8000 to 
12,000 cells per c.mm., with normal differential 
counts. 

Routine bacteriological investigations of the 
cerebrospinal fluid were made in all patients, 
but no bacteria were cultivated. Patients in 
whom the cell counts were high, with many neu- 
trophils, presented a special problem in differen- 
tial diagnosis. In most such patients, antibiotic 
treatment was withheld without detriment to 


recovery. 


TABLE II.—CeEresrospinat Fuurp Ceti Counts 1x 115 Cases or Aseptic MENINGITIS, ToRONTO, SUMMER 1956 


Number of 


Cells per c.mm. Mean count patients 25 
ee CDs as edie 104 43 
ao = GOD........; 318 38 
600 - 1200......... 846 20 
1200 - 1800......... 1508 14 
sb tusiauses 604 115 


The most interesting clinical feature in this out- 
break was the appearance of a rubelliform rash 
in 50 patients (43% ). The rash was finely macu- 
lopapular, and appeared usually one or two days 
before the onset of the major illness, and per- 
sisted for eight or nine days. It covered the face, 
trunk and extremities. In 10 patients the rash 
was observed on the palms and soles. Three 
patients had diffuse petechiz in the skin, and 
were actually admitted with a diagnosis of 


Number of patients wilh differential counts as follows 


5% lymphocytes 


% neulrophils 





50% lymphocytes 25%, lymphocytes 


50% neutrophils 75% neutrophils 


11 19 le 


23 12 3 
il 2 7 

6 2 6 
51 35 29 


CONVALESCENCE 

Recovery was uneventful. The average dura- 
tion of stay in hospital was six days, the shortest 
stay being two days and the longest 13 days. 
All patients were examined about six weeks 
after discharge. No evidence of paralysis was 
found in any patient. Thirteen children com- 
plained of an occasional mild headache, and a 
similar number had a more severe headache, 
especially at night. 
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Virus STUDIES 


Specimens of stool, cerebrospinal fluid, and 
blood were obtained on admission. A further 
sample of blood was collected about six weeks 
later. Stools were prepared by ultracentrifuga- 
tion, the deposit being resuspended in tissue cul- 
ture medium to which 500 units of penicillin, 250 
pg. of streptomycin and 10 yg. of Achromycin 
per ml. were added. 

Attempts at virus isolation have so far been 
made by inoculation of stool preparations from 
94 patients and cerebrospinal fluid from 48 of 
these. Stools were inoculated in trypsinized 
monkey kidney epithelial cultures prepared by 
the standard method of Youngner.*’ Cerebro- 
spinal fluid was inoculated directly into cultures 
of human amnion cells.*" 


From the 94 stool preparations, 58 viruses were 
recovered; and from the 48 samples of cerebro- 
spinal fluid, 15 viruses were isolated. All these 
viruses produced the cytopathogenic changes in 
tissue cultures. None of these agents was neutral- 
ized by pooled antisera to poliomyelitis viruses 
Types 1, 2, and 3. 

A more detailed virological study has been 
carried out on 10 patients who presented with 
a particularly well developed rash. Virus isola- 
tions were made first in monkey kidney cultures 
and later in human amnion cells (Table III). 
Monkey kidney and human amnion cells proved 
equally susceptible. Nine strains were isolated 
from stools and four strains from cerebrospinal 
fluid. All 13 strains were ether resistant, and pro- 
duced paralysis in day-old suckling mice. In mice, 
the incubation period was approximately five 
days; paralysis mainly involved the hind limbs, 
and death occurred after an illness of one or two 
days. Histological examination showed a patchy 
myositis, with loss and degeneration of muscle 
fibres, and replacement by mononuclear inflam- 
matory cells. These changes appeared to be 
mainly in the thoracic muscles. The lesions were 
_similar to those caused by Coxsackie A virus, but 
there was no massive involvement of the muscles 
of the limbs. All 13 of these strains failed to be 
neutralized by antisera to poliomyelitis virus 
Types 1, 2, and 3, Coxsackie virus Types A9 and 
B1-5, or Echo virus Types 3, 5,.6 and 7. The 
strains were, however, neutralized by antiserum 
to Echo virus Type 9. Antisera prepared against 
two of our strains isolated from cerebrospinal 
fluid neutralize the other 11 strains in this group 
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TABLE III.—Aseptic MENINGITIS: RECOVERY OF 
Ecuo Viruses IN TisSuE CULTURE FROM TEN CASES 
SPECIALLY STUDIED 





Recovery of virus in 
following culture systems 
































Initials S pecimen Monkey Human 
of patient inoculated kidney amnion HeLa 
Y.E. Stool aa + on 
CSF — ‘a a 
T.E. Stool - + es 
CSF — net a 
"Wakes Stool - + _— 
CSF + 4. oe 
R.C. Stool os + nein 
CSF se Jan oo 
O.H. Stool + - Sal 
CSF + 4 a 
D.Sh. Stool _ + _ 
CSF — _ wink 
D.D. Stool a + ascii 
CSF — joan a 
C.I Stool — — save 
CSF + 4. seal 
C.A. Stool ad + _ 
CSF a + roam 
B.B. Stool + + ss 


CSF 


7 
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as well as a strain received from Dr. F. O. Mac- 
Callum, Public Health Laboratory Service, Lon- 
don, England, which was isolated from cases in 


Ipswich in 1955." 


Discussion 


It is reasonable to suggest that “aseptic menin- 
gitis with rash” is a new entity in Toronto. Be- 
cause of the association of meningitis with a 
skin eruption, the customary differential diag- 
nosis of meningitis becomes somewhat restricted. 
Conditions which may cause a similar picture 
clinically are rubella, meningococczmia, brucel- 
losis, leptospirosis, and infectious mononucleosis. 

In rubella there is usually glandular enlarge- 
ment. The eruption lasts only one or two days, 
and the appearance of a macular rosy red erup- 
tion in the throat on the first day is a constant 
sign. 

Meningococcal septicaemia may be manifested 
in its early stages by a mild grippe-like illness 
with low-grade fever and a blotchy red, purpuric 
rash. In these cases, the peripheral white cell 
count is elevated and blood cultures are positive. 

Brucellosis is at times associated with skin 
lesions, but there is usually also hepatospleno- 








megaly, undulant fever, lymphadenopathy, and 
often joint involvement. 

The purely meningitic form of leptospirosis 
with mild skin lesion may not exhibit jaundice 
or renal involvement and here the differential 
diagnosis is extremely difficult, but the lepto- 
spira can be identified in blood and urine. 

Infectious mononucleosis presents with a 
characteristic peripheral white cell count. 

The rash in the illness described by Neva as 
“Boston exanthem” appears very similar clini- 


cally, but there were well-marked throat lesions - 


in the absence of meningitis. Neva’s viruses grew 
readily in fibroblasts but left epithelial cells 
unattacked.*? Strains from the present outbreak 
grew quickly in epithelial cell cultures. 

The preliminary findings in the present out- 
break suggest that some of the cases were 
caused by a virus related to Echo virus Type 
9, because several strains were neutralized by 
antiserum to this virus. Our strains were patho- 
genic for suckling mice and caused myositis; 
the strains were not, however, neutralized by 
antisera to Coxsackie Types A9 or B1 to 5, the 
only Coxsackie viruses so far reported to cause 
cytopathogenic changes in monkey kidney 
cells.?* 

At present, it is considered more reasonable 
to assign the strains isolated to the Echo group 
although, as originally defined, these viruses are 
not pathogenic for laboratory animals.? Agents 
with apparently similar properties have been 
isolated by Tyrrel] and Snell,?° Boissard et al.,’* 
Nihoul and Quersin-Thiry,’7 and __ several 
others.® 1% 15 


SUMMARY 


The clinical features in over 100 children 
suffering from aseptic meningitis in Toronto 
and vicinity in the summer of 1956 are described. 
Of particular interest was the appearance of a 
rubelliform rash in nearly half of the children. 
Unusually high cell counts were found in the 
cerebrospinal fluid with many neutrophils in the 
differential count. The laboratory findings sug- 
gest that the etiological agent was a virus related 
to Echo virus Type 9. 

We wish to thank the Medical Staff of The Hospital 
for Sick Children for allowing access to their patients. 


With their co-operation, a complete set of specimens 
was obtained in practically every case. . 
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RESUME 


L’année 1956 fut marquée a Toronto par l’apparition 
d’une petite épidémie de méningite aseptique compre- 
nant en plus des signes méningés habituels, certaines 
manifestations cutanées. Les constatations sur lesquelles 
est basé cet article furent recueillies 4 lobservation de 
115 enfants hospitalisés au “Sick Children”. En plus de 
nombreux autres enfants traités 4 domicile, un certain 
nombre d’adultes contractérent cette maladie qui chez 
eux prit plutét la forme d’une encéphalite. 


Une éruption rubéolique maculopapulaire apparut 
comme signe prémonitoire et disparut au bout de huit 
ou neuf jours. On lobserva dans 43% des cas. L’affec- 
tion présenta souvent des problémes diagnostiques com- 
plexes car les éléments formés du liquide céphalo- 
rachidien sélevérent 4 une moyenne de prés de 700 par 
mm. cube avec une polynucléose neutrophile élevée et 
méme absolue dans certains cas. Le liquide s’avéra 
stérile et sa teneur en glucose normale. Les virus isolés 
dans les cultures de tissus ne furent affectés en aucune 
maniére par le mélange des antisera des trois virus 
poliomyéliques, des deux virus Coxsackie et des types 
3, 5, 6 et 7 du virus Echo. Cependant le type 9 de ce 
dernier groupe de virus réussit 4 les neutraliser. C’est 
la premiére fois qu’un tel syndrome est rapporté dans 
la région de Toronto. 





VISITING ENGLAND? 


Members of the Canadian Medical Association con- 
templating a visit to London, England, may wish to 
take advantage of the friendly services of he British 
Medical Association at their house in Tavistock Square, 
London, W.C.1. They should note that the title of the 
bureau at which advice and help on staying and study- 
ing in England can be obtained has been changed from 
Empire Medical Advisory Bureau to Commonwealth 
Medical Advisory Bureau. The title of the allied office 
at B.M.A. House, which used to be known as the Inter- 
national Medical Visitors Bureau, has been shortened 
to International Medical Advisory Bureau. 
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A NEW SYNDROME OF 
PAROTITIS WITH HERPANGINA 
CAUSED BY THE COXSACKIE 
VIRUS 


J. G. HOWLETT, M.D., F.R.C.P.[C.],* 
F. SOMLO, M.D.t and F. KALZ, M.D.,* 
Montreal 


THE COXSACKIE virus was first isolated and 
described by Dalldorf and Sickles in 1948.1 
Since that time, at least 26 antigenic types 
divided into Groups A and B have been recog- 
nized. The present state of knowledge of this 
group of viruses has been summarized by 
Tobin.? 

The clinical manifestations associated with 
Coxsackie viruses are by no means uniform. 
Viruses of this group have been isolated with 
regularity from patients with herpangina and 
pleurodynia. They have also been isolated from 
some short summer pyrexias and some aseptic 
meningitides. 

The clinical picture of herpangina is charac- 
terized by greyish-white papulovesicular lesions 
of 1 to 2 mm. diameter with erythematous bases. 
Typically, these lesions are located on the anter- 
ior pillar, the soft palate and the tongue. Several 
authors writing in the last century described 
lesions in this area as “pharyngeal herpes”.’ It 
appears from these descriptions that some of 
these case were typical cases of herpangina. 


The first full description of this clinical entity 
was given in 1920 by Zahorsky,* who also coined 
the term “herpangina”. This disorder occurs often 
in small epidemics, chiefly in children during 
the summer months. In typical cases, it is char- 
acterized by a sudden onset of fever with accom- 
panying sore throat, dysphagia and anorexia. 
Abdominal pain and headaches occur occasion- 
ally. The fever usually lasts two to three days, 
the mouth lesions four to six days. Parrott and 
associates> and Huebner et al.° demonstrated the 
presence of Coxsackie viruses in this syndrome. 
It is the purpose of this paper to report four 
cases of parotitis, associated with vesicular 
lesions on the oral mucous membranes from 
which Coxsackie virus of Group A has been 
isolated. This association has not to our knowl- 
edge been reported previously. 


re of Medicine, Royal Victoria Hospital, Mont- 
real. 
tInstitut de Microbiologie et d’Hygiéne de l’Université de 
Montréal. 
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Recent improvements in the methods of study 
of virus diseases permit us to differentiate clin- 
ically similar disease syndromes by the demon- 
stration of different causative viral agents, as 
well as to diagnose more precisely diseases 
caused by known viruses. These improvements 
have also led to the discovery of new viruses, 
and at the same time, new disease entities have 
been revealed. Koch’s classical postulates have 
had to be modified in the study of virus diseases 
and adapted to the different conditions presented 
by the particular characteristics of viruses as 
they grow on living cells only. Tissue cultures, 
the chick embryo and laboratory animals pro- 
vide the living cells. While some viruses may be 
visualized by the electron microscope, identifica- 
tion is often possible only by the demonstration 
of rising antibody titres in the serum of patients 
or of infected animals. The presence of Cox- 
sackie virus A was demonstrated in our cases 
in the throat washings and in two instances also 
in the stool by characteristic lesions produced in 
suckling mice. The development of a flaccid 
paralysis was observed and the diagnosis was 
confirmed by histological examinations demon- 
strating the presence of a characteristic myositis 
in dead or sacrificed animals. 


To test for the presence of herpes virus, three 
methods were used: inoculation into the chick 
embryo, into the rabbit cornea and into rabbit 
brain. The herpes virus was not found in any 
of the specimens examined. The failure to isolate 
mumps virus does not rule out this infection, 
since it is known that the present methods of 
demonstration of this virus are not satisfactory. 
Titrations for antibodies against mumps and 
herpes simplex viruses were performed on the 
sera of all patients. Samples of blood were taken 
during the active phase of the disease and re- 
peated after an interval of 10 days in order to 
determine any increase in the titre. No increase 
was found in any of the samples taken during 
convalescence. These findings are considered 
to be significant because the serological methods 
are reliable. 


Case 1.—A 57-year-old male executive complained 
when first seen in June 1955 of having noticed slight 
swelling under the left ear for five or six days. He had 
been very tired for the same period. On that day, swel- 
lings were noticed under both ears and an ulcer appeared 
inside the right upper lip. He was admitted to hospital. 
He had slightly tender swellings of both parotids which 
persisted for about 12 days. It was noted that the orifices 
of the parotid ducts were prominent, red and swollen. 

On the inner aspect of the right upper lip, there was 
an aphthous ulcer with a red rim when first seen. 
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TABLE I. 


Virus isolations 


Test for Coxsackie 


Serological studies of 
patients’ sera 


Complement fixation tests 


*Titre of antibody to: 





Test for — 

















virus in suckling Tests for herpes simplex mumps Herpes 
mice (saliva) virus simplex Mumps 
- —_—__—_—_ ————-- (saliva) virus virus 
Throat Chick Rabbit Rabbit Amniotic ——- - ———- 
Patients wash Stools embryo cornea LG. cavity 1 2 1 2 
era ecu canst A A _ — — — — — 
I aaa gle ae sae A —— ~ — — 16 16 
Dc COR GER ERs A A _ ~ — — 16 16 64 64 
Arad eeueee ae A — — - - 4 4 16 16 
Wiech ek ae Rbwes — a — — — 16 64 
eee crake uous — — 


*Expressed as reciprocal of serum dilution 


1 At onset 
2 10 days later 


He gradually developed herpetiform, thin-walled vesi- 
cles with a wn § rim on the hard palate, under the tongue 
and on the inner aspect of the left upper lip. One week 
later, a very painful gingivitis developed and persisted 
for about five days. Fever with a temperature of 99- 
101° F. lasted for 13 days. The patient was quite sick 
and stayed in hospital for 18 days. He gave no history 
of herpes or mumps. 

It is of interest that he was in intimate contact with 
his infant grandchild the day before admission. The 
child did not develop a parotitis or stomatitis. 


CasE 2.—A 22-year-old female medical student had 
noted a painful lesion on the soft palate for 10 days 
when first seen in December 1955. She complained of an 
intense “neuralgic” pain in the left cheek for three days. 
She had had mumps as a child, but had never had 
herpes. There was a small group of greyish-white aph- 
thous lesions with a red rim on the left soft palate and 
a moderate swelling of the left parotid gland which 
was not sensitive to pressure. A small submandibular 
lymph node was palpable on the left side. There was 
no fever at the time but a history of malaise during the 
first day of the illmess was given. The oral lesions dis- 
appeared after two, days without therapy, but the pain 
persisted for another 10 days and was also felt at some 
times in the right cheek, although no swelling appeared 
there. The parotid swelling gradually subsided during 
this period. 


CasE 3.—In October 1955, a 19-year-old student nurse 
developed a sore throat and four days later a painless 
swelling of the left parotid became evident. The right 
parotid became swollen a little later. Although the 
swelling was only moderate, there was some pain on 
chewing. A few herpetic lesions were seen on the left 
anterior pillar of the fauces. There was some discomfort 
on swallowing and the mouth was dry but the patient 
did not feel otherwise sick. The whole illness lasted 
five days. This patient had had mumps 11 years earlier. 


Case 4.—A 24-year-old man became abruptly ill with 
chills and a sore mouth late in November 1955. The 
next day, at the first visit, his temperature was 103° F. 
and the pulse was 100. There were many small herpeti- 
form lesions with a red rim on the soft palate and on 
the posterior wall of the pharynx. Both parotids were 
moderately swollen. The lesions of the mouth became 
more numerous, and gingivitis quickly developed, so 
that the illness resembled that described in the first 
case although it was less severe. On the third day of 


illness, the temperature fell to about 100° F. and 
persisted with a slightly increased pulse rate for six 
days, when both became normal. At the same time, the 
parotid swellings subsided and the mouth lesion dis- 
appeared. The illness lasted 10 days. 

This patient had no history of mumps or herpes. His 
fiancée, who also had no history of mumps or herpes, 
did not develop any disease. 


The four patients described above were 
shown to have Coxsackie virus A in the saliva, 
and in two of the four cases the virus was also 
found in the stool (Table I). Two further cases 
were observed in which, although the Coxsackie 
virus could not be demonstrated, clinical fea- 
tures of the disease were present. 


Case 5.—A fifth case was that of a 46-year-old nurse. 
Late in September 1955 she developed scattered herpeti- 
form lesions in the mouth. At the same time a swollen 
lymph gland appeared at the angle of the left jaw and 
she had a moderately severe headache. Four days later, 
she had slight but definite enlargement of both parotids. 
There was no fever and she was not sick. The parotid 
glands were normal in two weeks. The herpetiform 
lesions recurred at intervals for nearly five months. 


Case 6.—The sixth case was in a 61-year-old nurse 
who worked in a small office with the fifth patient. Her 
illness began two weeks after the parotid enlargements 
were first observed in the fifth case. The first symptom 
was malaise. On the second day of the illness she noticed 
white spots on the posterior pharyngeal wall. About the 
same time, she had nausea, anorexia, and dysphagia 
and abdominal cramps. On the sixth day tender en- 
largement of both parotids appeared. At that time, the 
mouth lesions disappeared and did not recur. On the 
sixth day also she developed fever which ranged from 
100° F. to 104° F. for six days. The tender parotid 
swellings did not subside for six weeks. 


DISCUSSION 


The differential diagnosis of parotitis includes, 
besides mumps, such conditions as suppurative 
parotitis, parotid enlargements associated with 
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Candida infections of the oral mucous mem- 
branes, uveo-parotid fever, inclusion body paro- 
titis and a number of other rare conditions. It 
was possible on clinical grounds to eliminate all 
these possibilities except mumps. Cases of paro- 
titis have occasionally been diagnosed as a sec- 
ond attack of mumps. In Cases 2 and 3 there was 
a history of mumps. It is known, however, that 
following mumps, a significant increase in spe- 
cific antibodies occurs which can be demon- 
strated by complement fixation tests. No increase 
in antibodies to mumps virus occurred in the 
four cases in which the Coxsackie viruses were 
demonstrated. In contrast, in Cases 5 and 6, in 
which the Coxsackie virus was not demonstrated, 
there was no history of previous mumps infec- 
tion, and the antibody titre for the virus of 
epidemic parotitis increased significantly. While 
we considered these two cases as mumps in- 
fections, we cannot explain the nature of the 
mouth lesions which were observed in both 
cases. 

Coincidental association with a herpes simplex 
infection was considered. However, the virus 
of herpes simplex could not be demonstrated, 
and the serum antibody titre for herpes virus 
did not change during the convalescent period. 
Gingivitis followed in two of our ¢»ses; this is 
not uncommon in herpangina bui is rare in 
herpes simplex. On the basis of the clinical pic- 
ture and the laboratory findings, we feel justified 
in diagnosing the four cases of parotitis with 
aphthous lesions as a syndrome of herpangina 
with parotitis, caused by the Coxsackie virus 
group A. Cases 5 and 6 were probably mumps 
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associated with mouth lesions of unknown 
origin. 


SUMMARY 


The case reports of four patients with herpan- 
gina associated with a parotitis are presented. 
Laboratory examinations revealed the presence 
of Coxsackie virus group A in the saliva in all 
four cases and in the stool in two cases, while 
no evidence of mumps or of herpes simplex 
virus was detected. No increase of specific anti- 
bodies against the mumps or herpes virus was 
found during the convalescent period. These 
cases are presented as a syndrome of herpangina 
and parotitis, caused by the Coxsackie virus 
group A. This syndrome has not previously been 
reported. 


REFERENCES 


i ee a G. AND SICKLES, G. M.: Science, 108: 61, 
948. 


2. TOBIN, J. O.: Brit. M. Bull., 9: 201, 1953. 


3. GROGNoOT, J.: Concours méd., 6: 643, 1884. 
MAHu, G.: Méd. mod., 17: 195, 1906. 


4. ZAHORSKY, J.: South. M.J., 13: 871, 1920. 
5. Parrott, R. H. et al.: New England J. Med., 245: 275, 
1951. 


6. HUEBNER, R. J. et al.: Ibid., 247: 285, 1952. 


RESUME 


Les faits cliniques de quatre malades atteints simul- 
tanément d’herpangine. et de parotidite, sont présentés. 
Les examens de laboratoire montrérent la présence de 
virus Coxsackie, groupe A, dans la salive des quatre cas 
et aussi dans les selles de deux d’entre eux, sans cepen- 
dant trouver de traces du virus des oreillons ou de celui 
de [herpes simplex. On ne trouva non plus aucune 
élévation du titre des anticorps spécifiques 4 ces deux 
virus au cours de la convalescence. On rapporte donc 
ces cas comme exemples d’un syndrome d’herpangine et 
de parotidite causé par !e virus Coxsackie, groupe A. 
Ce syndrome n’a jamais été décrit antérieurement. 





MECHANICAL TRACTION IN 
LUMBAR DISC SYNDROME 


W. B. PARSONS, B.A., M.D. and 
J. D. A. CUMMING, B.A., M.D., 
Red Deer, Alta. 


THE NUMBER OF CASES of backache seen daily 
by any practitioner points up the fact that the 
definitive treatment of backache has not yet been 
discovered. More than that, the number of people 
who try to grin and bear it, or seek relief from 
irregular practitioners, indicates the gap in the 
armamentarium of orthodox medicine. 





The announcement by Mixter and Barr in 
1934 that the intervertebral disc is very often 
the factor responsible for backache and sciatica 
extended considerably our understanding of the 
etiology of this pain, and afforded us a more 
rational plan of treatment. However, the hopes 
that were held out by surgery have not been 
fulfilled,’-? though more definite indications for 
surgical interference have been established. 

We do know that the pain of backache and 
sciatica will be relieved by rest in bed. The 
period in bed will be diminished by traction 
on the legs,* and recently the North American 
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literature has contained many articles on the 
determination of the effect of traction on the 
lumbar disc spaces> and on efforts to diminish 
the effect of friction between the buttocks and 
legs, and the bed. Pelvic traction has been tried;° 
split beds have been used.” An ingenious but 
expensive device, the Tractalator, has been intro- 
duced. 

In 1950, Cyriax,’*? working at St. Thomas’s 
Hospital, London, developed a traction device 
for which he made great claims. The purpose 
of this article is to report the results obtained 
in the first hundred cases in which we used his 
traction method for the relief of disc syndrome. 


THEORY 


Prior to his development of this traction 
method Cyriax* had demonstrated that both 
elements in the disc—annulus and nucleus—can 
be separately responsible for backache and 
sciatica and that the treatment in each instance 
is different. This extended greatly our ability to 
deal with the syndrome. 


It has been demonstrated that the pain of 
lumbago is due to pressure on the dura* and 
that the referred pain is due to pressure on the 
dural investment of the nerve roots as well as 
on the nerve parenchyma itself. In the majority 
of cases this pressure is brought about by a 
displacement of the intervertebral disc, either 
a fragment of the annulus or the nucleus itself. 

This being the case, in disc syndrome we are 
faced with a mechanical problem: a portion of 
disc is protrudirig and efforts must be made to 
get it back. If a fragment of annulus is displaced 
and jammed, the condition will eventually right 
itself; however, manipulation will often replace 
it instantly.’° 

In protrusion of the nucleus, there is usually 
a latent period after strain or injury because of 
the pulpy nature of the structure, which oozes 
rather than snaps out of position. This pain, too, 
will usually eventually disappear but it may 
require weeks or months. Rest in bed will hurry 
the process but it may take weeks. 

By means of mechanical traction one can 
achieve in minutes or hours what might take 
days or weeks in bed. “The patient is put to 
bed for weeks in a few hours.” 

This series constitutes 100 consecutive cases 
of disc syndrome treated by mechanical traction, 
starting May 1, 1956. ; 
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SELECTION OF CASES 


Unless there was a contraindication, all cases 
in which a diagnosis of lumbar disc syndrome 
was made, and which did not respond to manipu- 
lation, were sent for mechanical traction. In- 
cluded were cases of lumbago, unilateral or bi- 
lateral, with or without radiation into flank, 
abdomen, buttock, inguinal region, or leg. A 
few cases of primary posterolateral protrusion 
causing sciatica without prior backache were 
treated. In two cases in which we could not feel 
sure of a diagnosis of disc syndrome, a thera- 
peutic trial of traction was given after other 
conditions had been ruled out as the cause of 
the pain. 

Epidural anesthesia was used in one case of 
very severe pain. This dramatic proof of the 
dural origin of the pain of lumbago and sciatica 
has been demonstrated elsewhere,’ contrast sub- 
stance showing that the dura is the only sensi- 
tive structure with which the 14% procaine 
comes in contact. 

Radiographic findings.—All cases were x-rayed, 
chiefly to rule out other conditions such as frac- 
ture, ankylosing spondylitis, tuberculosis, and 
neoplasm. In the majority, the radiographic find- 
ings were normal. Many showed congenital 
anomalies. In others, there were varying degrees 
of narrowing of the disc space and hypertrophic 
lipping of the bodies, indicative of disc degenera- 
tion."? 

Age.—Extremes of age were 17 and 74; there 
was one patient of 66 but the remainder fell 
in the age group 20 to 60. 

Sex.—There were 69 males and 31 females. 


Previous history—In 45 patients this was the 
first attack. Fifty-five had had at least one pre- 
vious attack, many of them having had recurring 
periods of disability for years. 

Duration of symptoms.—Some patients were 
seen within a few hours of the onset of pain. 
Others had had it for days, weeks, or months, 
in varying degrees of severity. 

Severity of symptoms.—In all cases, the pre- 
senting complaint was backache or sciatica. In 
18, the symptoms were so disabling as to require 
hospitalization. 

Management of cases.—In almost all cases, 
manipulation was tried first; this followed a 
routine pattern,’* the patient’s reaction to each 
manceuvre being carefully assessed and the pro- 





iy) 





Canad. M. A. J. 
July 1, 1957, vol. 77 


cedure being discontinued upon complaint of any 
increase in symptoms when various movements 
were attempted by the patient. (Approximately 
20% of the cases of backache seen in our practice 
respond to manipulation. Increased experience 
with the technique would probably increase this 
percentage. ) 


If mechanical traction was decided upon, the 
patient was shown on the skeleton what we be- 
lieved was responsible for his symptoms, was 
informed of the mechanical principles involved 
and told how to maintain the disc in position. 
That is, he was told never to bend forward, and 
was shown the diagram (Fig. 1) to illustrate the 


Fig. 1.—Diagram shown to patient to indicate effect of 
flexion on the position of the intervertebral disc. 


effect of flexion upon the position of the disc. 
To develop a sway-back was the objective. To 
maintain the lumbar muscles in good condition, 
hyperextension exefcises were given but the 
patient was advised never to exploit the im- 
proved condition of these by bending. If a man 
or woman was required to do heavy work, or if 
it was felt that they would not follow the prin- 
ciples, a lumbar brace of the corset type was 
added, usually with a steel strap up each side 
of the spinal column. If all symptoms were re- 
lieved but kept recurring in a few hours, a 
plaster jacket was applied; this was done in 
eight cases. 


Method of treatment.—The treatment is carried out b 
the physiotherapist. His equipment consists of a couc 
or table. Wide bands lined with foam rubber are placed 
around the patient’s pelvis and mid-thorax (Fig. 2). 
These are attached to hooks at each end of the couch. 
In that to the lower end, a spring balance is inserted to 
give even traction and to measure the degree of pull. 


’ By means of worm bolts under the table the distracting 


force is applied. 


The patient lies either prone or supine, according to 
comfort, usually the former (Fig. 3). The traction is 
applied in the order of 80 to 200 Ib. for about half an 
hour. In an emergency, it can be continued for much 
longer. 


Treatment was given daily. If there was no relief from 
symptoms after eight treatments, they were discontinued. 
Most patients experienced relief from their symptoms as 
soon as traction was applied, though at first pain usually 
recurred in varying degrees after the pull was removed. 
The patient usually lay around for about one half-hour 
after treatment. 
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Fig. 2.—The traction table with required equipment. 


. 


RESULTS 


Excellent._This means complete relief from 
symptoms. It was achieved in 74 cases. The 





Fig. 3.—Patient in traction. 
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average number of treatments in this group was 
7.3, indicating complete relief in just under one 
week, as two patients in this group had 30 
treatments each. 

Good.—There was great relief but some resi- 
dual discomfort. Twelve cases were in this cate- 
gory. More pulls were given in this group, but 
the significant relief came at about the same 
time as in the others. Experience is teaching 
when the maximum obtainable benefit is 
achieved. 


Poor.—Little if any relief was obtained, and 


treatment was discontinued (12 cases). Most of ° 


these patients had been suffering from symptoms 
for many months and were probably undergoing 
spontaneous cure.’” 

Failure—-No improvement in symptoms: two 
cases. These patients were unable to carry on 
and were referred to a neurosurgeon. In both 
instances he felt that surgery was indicated. In 
both, the nerve root was found to be stretched 
over a displaced fragment of annulus rather than 
the nucleus. 


COMMENTS 


Our standard treatment for disc syndrome 
had been bed rest, often with weights on both 
legs. Usually the first attack responded within 
a week. But many more took two weeks or more, 
with resultant loss of muscle tone and general 
depression of function, requiring a few weeks 
of building up. Frequently plaster had been 
applied to maintain the gain obtained by bed 
rest. 7 

In the present series, unless the pain was in- 
capacitating, the patient remained ambulatory. 
Many stayed on the job; this point is particularly 
important in the case of mothers. 

Before this form of treatment was introduced, 
workmen who had experienced a severe “sprain 
of the back” averaged almost six weeks off the 
job. With the present series, the average in 18 
cases was less than two weeks and there was 
not the general loss of tone resulting from bed 
rest, or the unhealthy mental attitude that 
arises from it. Many patients who had been 
treated by bed rest and plaster jacket in previous 
attacks expressed great appreciation of the 
diminished period of disability and the escape 
from the debilitating period of bed rest. 

Many who had had several previous attacks, 
which had always formerly meant at least a 
week in bed, found that by reporting immedi- 
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ately they could be relieved by manipulation or, 
if that failed, by one or two sessions on the 
traction couch. Patients who had tried in many 
ways to get relief from backache but failed and 
were “toughing it out” have found here the relief 
they sought. 

Two patients who had been in bed six weeks 
without relief of symptoms were submitted to 
mechanical traction. One was suffering his first 
attack, the other had had many. Both were able 
to be out of bed after the fifth treatment. 

Two patients had spondylolisthesis but it was 
thought that their symptoms were due to slipped 
disc rather than slipped vertebral body. Both 
were stretched and responded excellently. One 
has had no recurrence of symptoms after six 
months, the other after six weeks. 

Four patients had had a previous operation 
for protruded disc; two had undergone fusion 
and two not. The findings in the recent attacks 
indicated protrusion at a different level. All re- 
sponded well to traction. 

One of the failures had been treated by chiro- 
practic and by an unlicensed bone-setter as well 
as by us. All failed to give him relief. Six months 
later he fell off a threshing machine, felt some- 
thing snap, and has had no pain since. Either 
the force in his previous manipulations had not 
been great enough or had been applied in the 
wrong manner. 


CONCLUSIONS 


Mechanical traction in this series of cases has 
proved to be a marked advance in our treatment 
of lumbar disc syndrome. Unless the pain is 
completely crippling, the treatment is ambula- 
tory; the period of disability is greatly reduced 
and the incidence of laminectomy is diminished. 

Our thanks are due to Mr. C. R. Morton, physiothera- 


pist, of Red Deer, for his diligence in carrying out this 
method of treatment on this series of cases. 
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RESUME 


Le présent article porte sur les résultats obtenus dans 
les hernies discales par l’emploi d’un appareil extenseur 
du rachis inventé en 1950 par J. H. Cyriax a lhépital 
St-Thomas de Londres. Cet appareil sest avéré utile 
surtout dans les douleurs causées par le déplacement 
du nucleus pulposus. Grace 4 la traction, la réduction 
compléte qui normalement demanderait plusieurs 
semaines de repos au lit seffectue dans quelques 
heures. Cent cas sont cités a Tappui. La _ plupart 
d’entre eux furent d’abord soumis 4 une manipula- 
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tion. Ils regurent la recommandation de tenir leur dos 
cambré par en arriére et au besoin portérent des bretelles 
redresseuses, voire méme un corset platré. 

Une traction de 80 a 200 Ibs est exercée par un pas 
de vis, et transmise au bassin par des courroies, alors 
que le thorax et ancré de la méme maniére 4 un point 
fixe. Presque tous les malades accusérent un soulage- 
ment immédiat dés que la traction fut appliquée. Les 
résultats excellents s’élévert 4 74% et les bons a 12%. 
Cette nouvelle application d’un principe thérapeutique 
connu offre des nombreux avantages que n'ont pas les 
anciennes méthodes. 





THE MANAGEMENT OF ACUTE 
RENAL FAILURE* 
OBSERVATIONS ON 54 CASES 


R. A. PALMER; M.D., EDWIN HENRY, M.D. 
and JOHN EDEN, M.B., B.S., Vancouver, B.C. 


StncE 1947 we have participated in the manage- 
ment of 54 cases of acute renal failure. The pur- 
pose of this paper is to report our results and to 
present the plan of treatment evolved during 
this experience. Observations on the clinical 
features of the syndrome will be reported separ- 
ately,*# 

Our interest in the treatment of this condition 
was initiated by having a Kolff artificial kidney, 
through the generosity of its originator. This was 
used in 23 of the cases. The observations were 
commenced in 1947 in Shaughnessy Hospital 
(D.V.A.), and after 1949 were continued in the 
Vancouver General Hospital. The cases represent 
a large proportion, possibly the majority, of 
those occurring in the Greater Vancouver area 
during the period, and include cases received 
from other parts of the province and four cases 
from outside the province. 

Acute renal failure has been recognized under 
various names such as: hemoglobinuric nephro- 
sis, transfusion kidney, shock kidney, crush syn- 
drome, lower nephron nephrosis, acute tubular 
_nephrosis—names usually derived from the pre- 
cipitating clinical situation. It is a syndrome due 
to acute injury to the tubules, featured by almost 
total failure of renal function for approximately 
10 to 14 days, the pathognomonic manifestations 
being marked oliguria and severe azotemia. As 
pointed out by Oliver,’ there are two main 
pathological subdivisions: 


*From the Departments of Medicine and Pathology, Van- 
couver General Hospital, and the Faculty of Medicine, 
The University of British Columbia. 


(a) Ischemic (“nephrorrhexic”) nephrosis, 
which is secondary to a severe hypotensive or 
hemolytic episode. 

(b) Nephrotoxic nephrosis due to the effects 
of a specific toxin. 

In ischeemic nephrosis there is severe uneven 
cellular degeneration in all parts of the tubule, 
and irregular disruption of the basement mem- 
brane. The tubular lumen is irregularly ob- 
structed by cellular detritus, by patchy cellular 
swelling, and in some cases by haemoglobin 
derivatives. The pathogenesis remains unknown 
but it is believed that ischemia, secondary to 
shock, is a major cause of the renal degeneration. 
In nephrotoxic nephrosis the cellular degenera- 
tion is largely confined to the proximal tubule, 
and obstruction of the lumen is due to cellular 
detritus and irregular swelling of degenerated 
cells. A review of the known features of the 
pathogenesis has been presented by Swann and 
Merrill.” 

The clinical features of renal failure are simi- 
lar in both these types of nephrosis. Functional 
recovery begins in the second week in patients 
still surviving, and is featured by an expanding 
diuresis, a rapid clearing of the azctemia, and 
a delayed recovery of concentrating power. 

Although acute glomerulonephritis often be- 
gins abruptly, only rarely is the oliguria of suffi- 
cient severity and duration to resemble ischemic 
or nephrotoxic nephrosis. One such case, requir- 
ing radical relief, is presented in this series. 

Until recent years the mortality was high, 
estimates of Lucké® being 90% and Mallory* 
80%; most cases became cedematous and died 
in pulmonary cedema. However, in the past 10 
years it has been recognized that water retention 
is usually due to errors of management, and 
Lattimer® was one of the first to emphasize that 
results could be improved by avoiding over- 
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hydration. Since then improved survival has 
been reported® ?° and high caloric, restricted 
fluid regimens have been employed success- 
fully.‘* > A stimulus to better management was 
the development of various methods of dialysis 
providing biochemical relief, such as the artifi- 
cial kidney by Kolff’ and later by others*-'* and 
peritoneal irrigation.’ Usually mortality was re- 
duced by these various measures to the order 
of 40 to 50%, and occasionally the rate was 
distinctly better. 


Improvements in conservative management, 


and certain difficulties in the technical applica- 
tion of artificial kidneys in some centres, resulted 
in serious objection to the use of dialysis as a 
practical method of treatment.’*-!’ It was con- 
tended that the methods, though ingenious, 
were frequently dangerous and usually unneces- 
sary. However, in recent years numerous reports 
have accumulated of the successful application 
of artificial kidneys in the treatment of acute 
renal failure.* *°-** *° These reports and review 
articles**-> point out that dialysis does not re- 
place good conservative methods of therapy, but 
is an adjunct that is frequently necessary and 
sometimes lifesaving. Dialysis has also been em- 
ployed successfully in the treatment of selected 
cases of poisoning with drugs such as pheno- 
barbital,?*-°° bromides?’ and thiocyanate.”® 

At the beginning of our study it appeared log- 
ical that clinical management should consist of 
conservative treatment, supplemented when nec- 
essary by some form of blood dialysis. Such a 
program was applied throughout this series. 
Early experiences-in the application of blood 
dialysis were reported previously.*~** 


CiinicAL MATERIAL 

Table I shows the various etiological causes, 
and Table II summarizes the main clinica] char- 
acteristics of the individual cases. 

Pathogenesis.—Analysis of our cases** strongly 
suggests that ischemic nephrosis is precipitated 
by hypotensive shock. The manner in which this 
produces tubular injury is still uncertain.’ In our 
series, hemolysis was of undetermined signifi- 
cance as an isolated cause, as there was also 
evidence of shock in all cases suffering major 
hemolysis. 

In the nephrotoxic group there was the history 
of exposure to a specific toxic substance in the 
majority of instances. Shock was not an observed 
feature. . 


AcutE RENAL FAILURE 
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TABLE I.—C.urnicau Erio.ocy or 
AcuTE RENAL FarLurE (54 CasgEs) 





No. of cases Totals 


I. Ischemic nephrosis 





Obstetrical complications................. 19 
“Septic” abortion.............. 9 
rr re eae 4 
“Spontaneous” abortion....... . 3 
Abruptio placentez............. 2 
Postpartum hemorrhage....... 1 
I NON nd 4 <.o'sncne'he necdiaeoes 
ng os weed ak dal awe CAS 
Transfusion reactions. ................... 
Cardiac tamponade, post-commissurotomy. . 
Retrograde pyelography.................. 


k= DO O> 00 


37 


II. Nephrotoxic nephrosis 


Carbon tetrachloride..................... 
Alcoholism (acute). ..................... 
Been GUNNER... occ va eaccwarereweees 
NINN RON 855 ced hae eee O te 
NMS Ds ered AL AN at rn han eee 
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METHODS 


1. General. All our cases were seen after the phase 
of onset and, as a rule, had received good standard 
treatment for shock, blood loss, and injury or poisoning. 
Our present routine of medical treatment for the oliguric 
and diuretic phases was evolved in the course of our 
own experiences and those recorded elsewhere’: & 14; 15, 18 
and will be described in detail below. 


2. Blood dialysis—We used an apparatus of the 
original Kolff design and our technique has been de- 
scribed in a previous communication.*32 After the early 
cases, smaller quantities of heparin were employed, i.e. 
150 mg. at the start of a procedure, and 50 mg. every 
two or three hours, as required. Blood flow through 
the apparatus usually ranged between 100 and 150 ml. 
per minute. 


As a rule the procedure was well tolerated by 
the patients, the majority of whom rested quietly 
under mild sedation; many were able to take 
small fluid feedings during the procedure and 
some were obviously improved symptomatically 
towards the end. 

Usually there was little evidence of circulatory 
embarrassment, the heart rate being accelerated 
and the blood pressure dropping slightly in the 
first hour, later returning to pre-existing values. 
One patient (Case 7) developed evidence of 
mild acute coronary insufficiency during dialysis, 
but recovered uneventfully. Some of the patients 
treated early in the series experienced minor 
chills during the procedure, apparently due to 
faults in the rubber tubing. This was avoided 
later by the use of gum rubber. Four of the 23 
treated patients died during dialysis. These were 
all patients severely ill before beginning dialysis 
—see Table II (Cases 4, 27, 30, 51). 


*We are now using the Kolff “coil kidney’ and the tech- 
nique recommended by Kolff(33). 
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No. of 

cases Survived 
A. Ischemic nephrosis........... 37 16 
(i) Non-dialyzed............. 23 10 
De SE iigek sce vamKee 14 6 
B. Nephrotoxic nephrosis......... 16 | 10 
(i) Non-dialyzed............. 8 5 
G1 SDIRI BOG cossss 5 6 6055 wwe os 8 5 
C. Acute nephritis (dialyzed)... .. 1 1 
DR ison ReeN 54 27 

*Present before dialysis. 


RESULTS 


The results of treatment are summarized in 
Table III. Cases in the principal etiological 
groups have been divided into dialyzed and non- 
dialyzed subgroups. One-half of all patients sur- 
vived. Mortality was due mainly to extrarenal 
causes, i.e. hepatic necrosis, infection, extensive 
trauma, pulmonary oedema, cardiac tamponade. 
Pulmonary cedema is classified as an extrarenal 
cause of death because we consider it to be 
largely iatrogenic. The results were better in the 
toxic group, apparently because the cases were 
relatively less complicated by serious extrarenal 
injuries. 

The table does not show an 
improved total survival rate for 
the dialyzed cases, largely be- 
cause of the predominance of 


170 
WEIGHT 
extrarenal causes. of death. (ibs) 60] 


AcUTE RENAL FAILURE 


TABLE III.—Acutre RENAL FatiturRE—OvutTcomME: 54 CasEs 
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Cause of death 




















3 las Ee eee ae 
Extrarenal 
Pulmonary 

Died Renal edema Other Mixed 
21 5 6 8 2 
13 4 2 6 1 
8 1 4* 2 1 
§ 1 1 3 1 
4 — 2 1 
3 1 i> 1 -— 

——— air aaa ieee aE eee ———————EEEE —. 
27 6 a 11 3 

\ 











effects of renal failure, and might have been 
saved by timely intervention. In these cases 
dialysis was withheld owing to errors of clinical 
judgment, partly because there was evidence 
of beginning diuresis. 


The hazards of prolonged conservative man- 
agement and the risks of sudden deterioration 
are illustrated by Case 39, whose findings are 
summarized in Fig. 1. This patient was con- 
trolled under satisfactory conditions of food in- 
take and water balance for 17 days, when she 
became mildly dyspnoeic and confused. On the 
18th day, as diuresis commenced, she had a 
sudden convulsion and a hypertensive crisis and 


K.M. (46) MERCURIC CHLORIDE POISONING 


—— 1000] WH VIIJfYPYY"Y"*C" UU CLL) esrecreo ve 





Twenty-three cases were se- run (“OP 
lected for dialysis because of = 4 HH a 8g BE — 


deterioration under standard 5 
medical treatment and 12 of URINE . 
° . VOL 3 

these persons survived. It is tltres/doy) 2 
our opinion that dialysis was 
O° 


a major factor in the survival 
of 10 of these cases. Only two a 


iH 220 
of the dialyzed patients died 3%) 2 
predominantly from the effects £8} _ 160 
of renal failure (Cases 27 and : é > 120 
3). In Case 27 we feel that ol ae coe 
intervention was delayed too a ; 2 - 
long. ! 20 

Oo ) 


On the other hand, four non- 
dialyzed patients in the 
ischemic group (Cases 14, 17, 
34, 35) died mainly from the 








8 oC tet 46 &6 8B wea as 
DAYS AFTER ONSET OF OLIGURIA 


VGH METABOLIC UNIT 


Fig. 1.—Case 39. White woman, 46 years. Nephrotoxic nephrosis (Hg Cle). 
Treated by conservative methods, with satisfactory control of caloric intake 
and water balance until sudden deterioration on day 18 (see text). 
Heemodialysis was a major factor in her recovery. 

Serum potassium is represented by dotted line. 
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became critically ill. Dialysis was commenced 
without further delay, with a satisfactory symp- 
tomatic and biochemical result; the diuresis de- 
veloped fully and recovery ensued, 

Our existing criteria for the use of dialysis 
will be discussed more fully below. 


TREATMENT PRINCIPLES 


1. Phase of onset.—This includes the emer- 
gency treatment of injury, poisoning, infection, 
shock and blood loss. As noted above, acute 
heemolysis may be an important etiological fac- 
tor but it is doubtful whether anything specific 
can be done to control its renal effects. In 
theory, alkalinization may minimize the pre- 
cipitation of hemoglobin derivatives in renal 
tubules, but in practice it is not possible to ac- 
complish this before tubular injury or obstruc- 
tion has occurred. 

2. Phase of oliguria.—This phase usually lasts 
seven to 14 days, during which time it is neces- 
sary to maintain fluid and electrolyte balance and 
nutrition, treat anzemia and infection, and some- 
times provide radical relief of urzemia. 

(a) Fluid balance.—Ideally water output 
should be balanced by intake, and when possible 
a daily observation of weight is the most reliable 
control of this program. Owing to unavoidable 
tissue wasting, an ideal fluid balance would re- 
quire a smal] daily loss in weight. To provide for 
insensible and unmeasurable fluid losses it is now 
our practice, under ordinary environmental con- 
ditions, to allow 700 ml. of fluid for adult males 
and 500 ml. for adult females each 24 hours, in 
addition to the measured output (urinary or 
gastro-intestinal). Extraordinary conditions af- 
fecting skin or respiratory fluid loss are adjusted 
appropriately. Fluids are given enterally and, 
if necessary, intravenously. The fluid allowance 
is detailed for each nursing working period, cal- 
culated in advance for 24 hours, unless extra- 
ordinary fluid losses require more frequent ad- 
justment. 

(b) Electrolytes.—Blood electrolytes are esti- 
mated every second day during the oliguric and 
early diuretic phases. A total sodium intake of 1.2 
grams (3.0 g. NaCl) in 24 hours is usually main- 
tained unless there are extraordinary losses 
( gastro-intestinal or skin). 

The mild hyponatremia of acute renal failure 
is probably a metabolic fault not responsive to 
sodium administration, and therefore we do not 
attempt to maintain serum sodium at normal 
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values. Bicarbonate replacement is attemp'ed 
only if plasma values become extraordinarily 
low. 

Potassium-rich foods are avoided as far as pos- 
sible. Potassium retention has been treated by 
the use of ion exchange resins, and by blood 
dialysis. Ion exchange resins in sodium and 
hydrogen cycles were successful in controlling 
moderate hyperkalemia in three cases, being 
added to intragastric tube feedings for 24 to 48 
hours. 


For hyperkalemia of greater urgency, hzemo- 
dialysis was applied. This was the main indica- 
tion for dialysis in six cases (10, 23, 25, 40, 
44, 47) and was biochemically effective in all, 
with ultimate survival in three cases. In our ex- 
perience the use of infusions of hypertonic glu- 
cose with insulin was not a reliable measure. In 
one instance the use of hypertonic sodium infu- 
sion was unsuccessful in controlling hyperkal- 
zemia, which was in fact slightly aggravated. 

(c) Nutrition—Theoretically a high caloric, 
low protein, or non-protein, diet should reduce 
body protein metabolism to a minimum during 
the period of acute renaji failure. We have 
attempted to apply the high fat, high glucose 
regimen suggested by Borst’ and _ Bull,*® 
with little success, as anorexia and nausea were 
aggravated and patients soon became _in- 
tolerant, despite their efforts to persevere. By 
allowing a small daily protein intake of 20 g. 
the selection of food is very much increased and 
total caloric intake is usually improved. Because 
of consistent anorexia, feedings are offered fre- 
quently in small, palatable, easily ingested por- 
tions, but even this program usually fails to 
provide an intake exceeding a thousand calories 
a day. In some cases we have been successful 
in maintaining combined nutritional and fluid 
requirements by gastric intubation, using small 
clear plastic tubing introduced transnasally. 
Fluid feedings containing approximately 1 cal- 
orie per ml. were prepared in a Waring blendor 
from low protein, high fat, high carbohydrate 
foods, the consistency being adjusted to permit 
satisfactory flow, which was maintained by a 
constant slow drip over the full 24 hours. 

Such feedings were well tolerated and often 
improved the gastro-intestinal symptoms. Using 
this method, it was frequently possible to provide 
an intake varying between 1500 and 2000 calories 
in 24 hours when the total fluid allowance per- 
mitted. Its successful application has been illus- 
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trated elsewhere.** Vitamin supplements with B- 
complex and ascorbic acid were added to the 
feedings, or when necessary given parenterally. 


(d) Anzmia.—The anemia of acute renal 
failure responds only to transfusions of blood. 
However, the addition of fluid of high osmotic 
value is frequently poorly tolerated by the dis- 
turbed and sensitive circulation, and pulmonary 
congestion may be aggravated, even by small 
quantities of packed cells. For this reason we 
abandoned attempts to maintain high hzemo- 
globin values, and were satisfied to maintain 
the hemoglobin over 50%. Probably this pro- 
vides an adequate oxygen carrying capacity for 
subjects at rest, even with moderately increased 
metabolic demands. 

(e) Infection.—Prophylaxis is maintained by 
the intramuscular use of SR-Penicillin 400,000 
units (procaine penicillin G 300,000 u., Sod. pen- 
icillin G 100,000 u.) daily. Recognized infection 
is treated by indicated antibiotics, but strepto- 
mycin and other potentially nephrotoxic agents 
should be avoided. In one case (Case 5) the 
patient probably suffered from streptomycin tox- 
icity, and died after diuresis had been satisfac- 
torily established. 


(f£) Blood dialysis—We have adhered to the 
policy of employing blood dialysis only when 
the patient’s condition is deteriorating under 
conservative management, or when potassium 
retention is potentially life-threatening. 

Other electrolyte disturbances, not amenable 
to ordinary treatment, very rarely present as 
indications. One case, occurring subsequent to 
this series, with acute renal failure and severe 
acidosis (—HCO, 1.0 mEq./1) complicating sal- 
monella enteritis was temporarily benefited by 
dialysis. 

Deterioration is usually indicated by symp- 
toms of cerebral disturbance, such as irritability, 
confusion, disorientation and semi-coma. Life- 
threatening hyperkalemia, probably represented 
by serum potassium values of 8 mEq./] or over, 
is an urgent indication for blood dialysis, as 
rapid and reliable relief can be obtained only 
by this method. In addition, dialysis is usually 
undertaken when the blood non-protein nitrogen 
(NPN) reaches 250 mg. % in the absence of de- 
veloping diuresis, as we know that spontaneous 
relief is not likely to occur for several days. 

In the past our indications for blood dialysis 
were undoubtedly too conservative, and in at 
least four instances noted above a fatal deterior- 
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ation, often culminating rapidly, occurred during 
conservative management. These patients might 
have been saved by timely dialysis. It is now 
our policy to employ dialysis as soon as cerebral 
toxicity becomes evident, unless spontaneous 
diuresis is well advanced. 

With the development of more convenient 
techniques, blood dialysis may be employed for 
less urgent indications, and repeated on more 
than one occasion if necessary. 

3. Phase of diuresis.—Fluid balance is main- 
tained by enteral or parenteral means until or- 


‘dinary feeding is possible. Protein intake is 


restricted until the blood NPN is below 100 mg. 
%. By this time an ordinary diet is usually toler- 
ated. 

During this phase electrolyte depletion is a 
possible hazard. However, in our experience it 
can be prevented by permitting the free inges- 
tion of dietary sodium chloride, and if necessary 
by oral supplement of potassium chloride. 
Occasionally parenteral administration of these 
electrolytes is required. Our experience* is sim- 
ilar to that of Swann and Merrill,?, who found 
that the renal tubules regained rapidly the 
capacity to conserve electrolytes. 

Throughout the illness bed exercises are main- 
tained, and at the end of the diuretic phase the 
patient begins to resume ordinary physical 
activities as tolerated. 


SUMMARY AND CONCLUSIONS 


Fifty-four cases of acute renal failure have 
been reported, 53 being due to acute nephrosis 
(ischaemic and nephrotoxic), and one to acute 
glomerulonephritis. Approximately two-thirds of 
the cases were classified as ischeemic nephrosis 
and about half of these arose out of obstetrical 
complications, Approximately one-third of the 
total group were classified as nephrotoxic neph- 
rosis, the main cause being carbon tetrachloride. 

In the ischemic group hypotensive shock ap- 
peared to be an invariable feature, being directly 
observed, or presumed from the history of onset. 
As an isolated factor, hemolysis was a doubtful 
cause of acute nephrosis. 

Treatment was basically conservative and con- 
sisted primarily of strict fluid balance, high cal- 
oric feeding and electrolyte correction. In three 
cases the use of ion exchange resins appeared to 
be effective in controlling mild or moderately 
severe hyperkalemia. Hzemodialysis was used 
only when patients appeared to be deteriorating 
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under the conservative medical regimen. It was 
employed for 23 patients, 12 of whom recovered. 
It appeared to be a major factor in the recovery 
of 10 of these. The Kolff rotating artificial kid- 
ney, of original design, was used and was 
effective and well tolerated. The indications for 
hemodialysis were: (1) Severe hyperkalemia 
(serum potassium over 8 mEq./litre). (2) 
Symptomatic deterioration, chiefly cerebral. (3) 
NPN over 250 mg. % in the absence of a 
developing diuresis. 


The mortality for all cases in this series was 
50% and was worse in ischemic nephrosis, main- 
ly because of the severity of associated injury 
or disease. In the nephrotoxic group where the 
“injury” was predominantly renal the recovery 
rate was 62%, deaths being mainly due to extra- 
renal causes. Because extrarenal injury will al- 
ways be a serious factor in cases developing 
acute renal failure, it is suggested that an 
expected recovery rate in cases under ideal man- 
agement for acute renal failure will be approxi- 
mately 65-70%. 


The work was done in the Departments of Medicine 
and Pathology at the Vancouver General Hospital and 
the Faculty of Medicine of the University of British 
Columbia. The majority of the cases were managed in 
the Metabolic Unit of the Vancouver General Hospital. 
The work was begun in Shaughnessy Hospital (D.V.A.), 
which provided the artificial kidney and generously 
made this available for continuation of the work in the 
Vancouver General Hospital. The artificial kidney was 
manufactured by the National Machinery Company, 
Vancouver, B.C., from plans generously provided by Dr. 
W. J. Kolff, who lent his encouragement and advice. 


The authors gratefully acknowledge the assistance of 
Dr. D. K. Ford, Dr. C. McIver and Dr. W. W. Simpson 
in a number of the cases, Our thanks are also offered to 
our colleagues, too numerous to mention, who referred 
cases for treatment. 


Our thanks are especially due to Mr. George Davis, 
who headed the team which stored and prepared the 
artificial kidney for use, and to Mr. W. Hartley, Chief 
Orderly of the Hospital, who assisted in these arrange- 
ments, Our thanks are also due to Mrs. Roy Stevens, 
Head Nurse of the Metabolic Unit, who supervised the 
nursing procedures, particularly the water balance in 
the latter part of the study, and to the Department of 
Dietetics for efficient management of the dietary 
programs. 


REFERENCES 


1. OLIVER, J.. MACDOWELL, M. AND TRACY, A.: J. Clin. 
Invest., 30: 1307, 1951. 


2. SWANN, R. C. AND MERRILL, J. P.: Medicine, 32: 215, 
1953. 


3. Luck#, B.: Mil. Surgeon, 99: 371, 1946. 
4. MALLory, T. B.: Am. J. Clin. Path., 17: 427, 1947. 
5. LATTIMER, J. K.: J. Urol., 54: 312, 1945. 


6. MUIRHEAD, E. E. AND HILL, J. M.: Surg. Gynec. & 
Obst., 87: 445, 1948. 


7. KoLFr, W. J. AND BERK, H. T. J.: Acta med. scandinav., 
117: 121, 1944. 


8. MurrRAy, G., DELORME, E. AND THOMAS, N.: 
Surg., 55: 505, 1947. 


9. ALWALL, N.: Acta med. scandinav., 128: 317, 1947. 


Arch. 


PALMER AND OTHERS: 


AcuTeE RENAL Famure 19 


10. Skeces, L. T., JR., AND LEONARDS, J. R.: Science, 108: 
212, 1948. 


11. cose J. R. AND GUARINO, L. J.: Ibid., 115: 285, 


12. KirwINn, T. J.: Tr. West. Sect. Am. Urol. A.: 25, 1950. 

13. FINE, J., FRANK, H. A. AND SELIGMAN, A. M.: Amn. 
Surg., 124: 857, 1946. 

14. Borst, J. G. G.: Lancet, 1: 824, 1948. 

15. BuLL, G. M., JopKEs, A. M. AND LowgE, K. G.: Lancet, 
2: 229, 1949. 

16. Stock, R. J.: Am. J. Med., 7: 45, 1949. 

17. MUIRHEAD, E. E., VANATTA, J. AND GROLLMAN, A.: 
Arch. Int. Med., 83: 528, 1949. 

18. Editorial: Brit. M. J., 2: 920, 1949. 

19. KoLrr, W. J.: Cleveland Clin. Quart., 18: 145, 1951. 

20. ALWALL, N. AND TORNBERG, A.: Acta med. scandinav., 
147: 31, 1953. 


21. MERONEY, W. H. AND HERNDON, R. F.: J. A. M. A., 
155: 877, 1954. 


22. SHAw, C. C.: California Med., 82: 293, 1955. 

23. KoLrr, W. J.: Cleveland Clin. Quart., 17: 216, 1950. 

24. Idem: A.M.A. Arch. Int. Med., 94: 142, 1954. 

25. ALWALL, N.: Triangle, 1: 194, 1954. 

26. SS. N. et al.: Acta med. scandinav., 152: 353, 


27. ae tas P. AND WELLER, J. M.: Amn. Int. Med., 37: 

28. KoLFF, W. J.: A.M.A. Arch. Int. Med., 94: 142, 1954. 

29. DANzIGc, L. E. AND KRINGEL, A. J.: J. A. M. A., 158: 
560, 1955. 

30. ALWALL, N. AND LUNDERQUIST, A.: Acta. med. scan- 
dinav., 147: 119, 1953. 

31. PALMER, R. A., SIMPSON, W. W. AND HMDEN, J.: Kidney 
Substitutes in Uremia, II: The Use of Kolff’s 
Dialyser in Thirteen Cases, Staff Meeting Shaugh- 
nessy Hospital, December 1949. Unpublished. 

32. PALMER, R. A. AND RUTHERFORD, P. S.: Canad. M. A. J., 
60: 261, 1949. 

33. KoLFr, W. J. AND WATSCHINGER, B.: J. A. M. A., 161: 
1433, 1956. 

34. PALMER, R. A. AND HENRY, E. W.: Clinical Observa- 
tions, Fifty-four Cases of Acute Renal Failure. In 
press. 


RESUME 


Cinquante-quatre cas d’insuffisance rénale aigué sont 
rapportés dont 53 furent causés par une néphrose aigué 
(ischémique et néphrotoxique) et un par une glomérulo- 
néphrite aigué. Environ les deux-tiers des cas furent 
classifiés comme néphrose ischémique et 4 peu prés la 
moitié survinrent a la suite de complications obsté- 
tricales. Les autres, étiquetés comme néphrotoxiques, 
furent causés dans la majorité des cas par le tétra- 
chlorure de carbone. 


Dans le groupe ischémique le choc hypotensif fut 
invariablement noté soit d’aprés lobservation directe ou 
d’aprés l’anamnése. L’hémolyse par elle-méme nest 
qu'une cause douteuse de néphrose aigué. Le traitement 
fut fondamentalement réservé et consista d’abord en la 
conservation de l’équilibre hydrique, un apport calorique 
élevé et la correction des déficiences électrolytiques. 
Dans trois cas l’emploi de résines échangeuses d ions 
sembla_ efficace dans la correction d’hyperkaliémie 
légére ou modérément grave. L’hémodyalise ne fut 
employée que chez les malades qui semblaient perdre 
du terrain avec les mesures médicales conservatrices. On 
n’y eu recours que pour 23 malades dont 12 survécurent. 
Elle sembla avoir été un facteur important dans la 
guérison de 10 d’entre eux. Le rein artificiel de Kolff 
(premier modéle) fut employée; il s’avéra trés efficace 
et bien toléré. Les indications de la dyalise furent: une 
hyperkaliémie grave (niveau de potassium au dela de 
8 mEq./litre); une détérioration symptomatique surtout 
avec retentissement cérébral; une azotémie élevée 
(N.P.N. de 250 mg. % et plus) sans signes avant-coureurs 
d’une diurése. La mortalité de la série entiére séleva a 
50%. Elle fut plus marquée dans la néphrose ischémique 
surtout 4 cause de la gravité des blessures ou de la 
maladie concomittantes. Chez les néphrotoxiques ou 
Yatteinte était surtout rénale la mortalité s’éleva qu’a 
38% —étant causée surtout par des facteurs extrarénaux. 

Puisque les lésions extrarénales seront toujours un 
facteur important dans les cas d’insuffisance rénale 
aigué, lauteur suggére que le taux de guérison sous 
traitement idéal ne sera environ que 65 4 70%. 
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A WORD FOR RADICAL 
SURGERY* 


G. A. P. HURLEY, F.B.CS.{1C.), F.A.CS., 
Montreal 


THERE HAS ALWAYS been a tendency among the 
laity to look upon radical cancer surgery as 
something terrible in its execution, forbidding in 
its crippling force upon the future life of the 
individual, and all too often useless in its ulti- 
mate effect upon the disease. While admitting 
that certain types of cancer operation, happily 
few in number, and usually enjoying only a 
short-lived vogue, can be so described, nobody 
who has much experience with the problem 
could agree that the above is a true commentary 
on the great body of radical cancer surgery as 
practised today. 

Nevertheless, the above viewpoint has not 
been confined to the laity, nor among the pro- 
fession has it been restricted to the physicians. 
Moreover, those holding it have from time to 
time been free in their expression of it. 


It is regrettable that such outright condemna- 
tion should be expressed of a method of treat- 
ment which, with its obvious drawbacks, is 
nevertheless frequently a reasonably happy solu- 
tion to an intolerable situation; and is, moreover, 
still the only method of treatment that appears 
to offer any worthwhile hope of cure for the 
average cancer patient. The broadcasting of 
such views clearly tends to nullify the only 
sensible therapeutic approach to the cancer prob- 
lem at present, namely earlier discovery and 
swift eradication. 

There is a tide in the affairs of men, and so 
far as enthusiasm for radical surgery is con- 
cerned, the tide, at least in Canada, would 
appear to be momentarily on the ebb. In the 
years immediately succeeding the second world 
war, the recent advent of antibiotics, improved 
anesthesia, and unlimited blood replacement, 
together with the surgical feats in military 
trauma made possible with their help, all com- 
bined to evoke an unwonted enthusiasm for 
surgery. Reports of bigger and better operations, 
with lower and lower operative mortality, par- 
ticularly in the field of cancer surgery, made it 
seem as if any diseased organ or almost any 
combination of organs could be cut out and 


*From the Surgical Services, St. Mary’s Hospital, and The 
Queen Elizabeth Hospital, Mostreal. . 
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dispensed with. When Bailey and Harken 
crossed the last surgical frontier by putting 
their fingers into the heart itself, the surgical 
millenium seemed to have arrived. 

Then the late results began to come in. People 
awoke with a shock to the realization that cut- 
ting out the cancer did not always mean that 
that was the end of it. Those patients with ad- 
vanced cancer who had been subjected to ex- 
tensive removal of organs were found all too 
often to succumb to distant metastatic disease. 

Many of these people were so hopelessly in- 


‘‘volved to begin with that nothing short of a 


miracle could have saved them. But they had 
been subjected to surgery, and now when they 
were not cured surgery was blamed. Forgetting 
that such a crude approach to the cancer com- 
plex as surgery could be helpful only at an early 
stage in the disease, people condemned the 
method for not producing a cure in the late 
stages. The condemnation should have been 
directed towards a hopeless system of case-find- 
ing which brought the patients to the surgeon 
only as a sort of interlude on their journey to 
the undertaker. Such a censure, unfortunately, 
still remains justified. 

Even the most enthusiastic surgeon cannot in 
all honesty describe surgery as an ideal treat- 
ment for anything. To begin with, it is too 
painful and when one cuts out bits and pieces 
of the anatomy one is bound to interfere to a 
greater or less degree with normal physiological 
function. But this interference is relative and, 
in the face of the surprising powers of adapta- 
tion of the human organism, it can be met. There 
is wide knowledge of people afflicted by various 
physical and mental handicaps resulting from 
disease or accident, not necessarily related to 
cancer or surgery, who lead useful and often out- 
standingly active and even brilliant lives. 


There is a kind of cancer surgery, happily 
less frequently seen nowadays, which, while it 
purported to offer relief short of cure, often 
only rendered the condition more unbearable. 
A- well-known example of that was the almost 
routine use of gastrostomy for cancer of the 
cesophagus. This often succeeded in providing 
enough nourishment for the patient, only to 
prolong his misery for an extra month or two. 
Such interference lacks the excuse of attempted 
cure and fails in its aim at palliation. 


At the other end of the scale are some ex- 
tensive kinds of extirpative surgery, which, be- 
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cause of the pathetic degree of disability with 
which they leave the patient, make selection of 
them for the individual case a matter requiring 
much deliberation. Such procedures might be 
classed as ultra-radical, and they are usually 
applied by well versed teams, in very advanced 
stages of the disease when for the average sur- 
geon, to all intents, surgery to cure is no longer 
applicable. Through their use, some lives may be 
saved, but the cost is high in terms of physical 
suffering and psychic injury. 

In selecting the operation for a particular 
case one has to consider the situation from three 
important aspects, namely, patient comfort, pa- 
tient fitness and patient survival. By patient 
comfort is meant peace of mind, and freedom 
or relative freedom from physical discomfort or 
pain. By fitness one understands the ability to 
engage in gainful employment, or at least in 
normal activity, and the capacity to withstand 
the day-to-day vagaries of life. The order— 
comfort, fitness, survival—is chosen deliberately, 
because it is the writer’s belief that, in general, 
the importance of these factors is decreasingly 
in that order. The patient being the person most 
closely concerned, his or her wishes should be 
carefully considered, and it must be conceded 
that patients may vary in the importance they 
attach to one or other of the above factors. 

Unfortunately, it is not always possible to 
enter into a calm discussion of these factors with 
the patient. In practice, the choice of procedure 
must often be left to the judgment of the sur- 
geon, and at times he has to make his choice 
amid the stress and urgency of the operating 
room. Inevitably, the decision is often made 
more with a view to ease of procedure and les- 
sening of risk than with the aim of exacting the 
ultimate, in chances for cure, from the situation. 
Surgeons are only human. They are gifted with 
varying degrees of courage and resolution, and 
they have to consider their reputations in the 
light of their mortality rates. Furthermore, even 
_-the most skilful and courageous of surgeons may 
find it wise at times to modify the scope of his 
surgical attack, to suit the needs of a damaged 
heart or a wavering blood pressure, in a patient 
long past the prime of life, as many cancer pa- 
tients are. 

It is evident that the evaluation of surgery as 
a method of treatment for cancer, and more 
particularly the appraisal of the worth of a 
certain operative procedure for a specific cancer, 
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is a most difficult and complex matter. In fact, 
there are so many imponderables in the situa- 
tion that it is extremely doubtful whether the 
relatively simple and straightforward procedure 
of statistical analysis can be applied to it. It is 
clearly unjustifiable to take merely the survival 
factor as the sole criterion of value. As already 
pointed out, the degree of patient comfort and fit- 
ness, achieved over a relatively short survival 
period, may outweigh in value a longer but less 
comfortable or fit life extension. It is also true to 
say that eradication of the disease should not 
be the yardstick of benefit. If this were applied 
to medicine generally, then few methods of 
treatment could be described as beneficial. Such 
conditions as diabetes, coronary artery disease, 
the dermatoses, and in fact the majority of the 
ills that flesh is heir to, cannot be cured in the 
sense that they are totally and forever removed 
from the patient’s body. More often than not 
the physician is satisfied if he can keep them 
under more or less adequate control, and often 
he is not too successful in this. 

Furthermore, in order, for example, to truly 
judge the worth of total gastrectomy for cancer 
of the stomach, it should, as a control, first be 
tried out on perfectly fit patients, at the hands 
of a surgeon endowed with the maximum in 
skill and courage, tempered by a vast experience. 
Such surgeons are rare, and perfectly fit patients 
with cancer are even rarer. If, however, one sets 
out, in an objective way, to analyze the value 
of total gastrectomy on the basis of its five-year 
salvage rate, to be fair, one should take into 
account the variation in certain qualities of mind 
and heart of the men who perform it, as well as 
the human material they have to work with. 

Radical mastectomy means one thing to sur- 
geon A and quite a different thing to surgeon B. 
The former is a well-trained surgeon who takes 
four and a half hours to do a meticulous cleaning 
of the axilla. The latter is a bit rusty about his 
anatomy, has had no formal training, and, be- 
cause he likes to steer clear of large veins, 
leaves much of the fat and lymphatics behind. 
Obviously these men are not speaking the same 
language, but both their operations are listed 
in the record as radical mastectomy, and are 
judged accordingly. Clearly, this sort of thing 
might seriously upset the statistics. 

To make the matter even more complex, the 
disease cancer, being protean in its nature and 
development, is often unpredictable in its course. 
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The bulky, hopeless primary may actually be 
ideal surgical materia] because of the lack of 
local invasion or distant spread, while the tiny 
primary may already have long since skipped the 
bounds of surgical control by seeding in the liver 
or brain. To classify the former, however, as non- 
progressive or non-lethal cancer, as some ob- 
servers have done, seems to assume a great deal, 
as well as miss the point. The fact that the neo- 
plasm has not progressed beyond its primary 
site at the time it is first seen, surely cannot 


mean that it will indefinitely remain localized, _ 


not to say non-lethal. Knowing as we do the 
unfortunate tendency of patients to ignore their 
cancers, and allowing for the intense interest 
in the problem in recent times, there would 
surely be available now for special study a 
reasonable number of patients with non-lethal 
cancer—if such an entity really exists. 


It is true that reports appear at intervals of 
cancers running a surprisingly long-drawn-out 
course, but such cases are so rare as to be curi- 
osities. Even spontaneous cure of cancer has 
been reported, but this again is so curious as 
to make one wonder whether the histological 
interpretation must not have been at fault. In 
any case, it hardly seems sensible to base one’s 
attitude to the cancer problem as a whole on the 
behaviour of what would seem to be isolated 
instances at best. 

Small wonder then that patients and doctors 
alike vacillate between hope and despair in their 
attitude to cancer. It is not surprising even that 
some authorities express the view that radical 
surgery should be abandoned, or replaced by a 
limited excision combined with some other agent 
~ such as x-ray therapy. It is clear that there are 
cancers for which such a combined treatment 
may be the best choice. But it is equally evident 
that such treatment is not the best for all cases, 
and the difficulty lies precisely in choosing the 
shoe to fit the foot. Malignant disease, being a 
biological outlaw, obeys few rules and, apart 
from broad generalities based on histological 
form, one cannot predict its future course. In- 
deed it has often been pointed out that histo- 
logical form, which we have taken for our guide 
post for so long, is in itself far from reliable in 
a prognostic sense. As McKinnon says, quoting 
Greene, “a divinity has been conferred on mor- 
phology, and the microscope has been placed on 
a pedestal” by those (presumably the surgeons ) 
who “accept without question the muttering 
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opinion of dead house pathology.” In defence 
of the microscope worshippers, it might be said 
that without it they have few other compasses 
to steer by; and, in the main, it has managed 
to bring them into port more often than not, 
in the past. Most surgeons of any experience 
these days surely recognize the limitations of 
microscopy and appreciate the pathologist’s dif_i- 
culties in interpretation. 

Despite certain statistical implications of fail- 
ure in dealing with the over-all problem of 


. cancer, and its obvious limitations from the 


point of view of pain and postoperative morbid- 
ity, it is difficult to escape the conclusion that 
for the individual afflicted with cancer, radical 
surgery is still the most potent defence that we 
can offer. There are certainly easier ways out, 
and to the patient who has no ready access to 
the record these alternatives can be easily sold. 
Going outside the field of orthodox ethical prac- 
tice, the incredible success of the charlatan in 
peddling the most bizarre remedies is proof 
enough of this. Of those of us who know the 
score, however, there are few who would chose 
an alternative, were we to find ourselves in the 
patient’s chair, confronted with the hard choice 
of radical surgery and possible cure, or some- 
thing easier but offering less chance of riddance 
of the cancer. Even if one eliminates the survival 
factor, there is still much evidence to offer that 
the best form of palliation, in terms of patient 
fitness and comfort, depends on removal of the 
primary tumour. 

While individual cases probably mean little to 
the statistician, they nevertheless must mean 
something, if to nobody else but the individual 
concerned. It is also incontrovertibly true to say 
that what can be done in one case of cancer 
in the way of gain can be done in every case, 
granted only that every case can be presented 
to the surgeon with the same or equal possi- 
bilities for gain as those exhibited by the 
case cited. In that belief it is thought worth- 
while to describe very briefly five cases of cancer 
of major proportions treated by radical surgery, 
with a long enough period of follow-up to permit 
one to evaluate the gain. 

Each of the cases chosen is an example of 
cancer in one of its most fatal and difficult lo- 
cations. Each case has been treated in the most 
radical manner possible, consistent with what 
seemed to the surgeon to offer the most to the 
patient in terms of comfort, fitness and survival. 
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Any one of the cases was at a stage in the dis- 
ease when, by reason of tumour size, local in- 
vasion or inaccessible position, the chances for 
cure as measured by long-term survival seemed 
somewhat remote. Nevertheless, noteworthy 
long-term survival has been obtained in the first 
three, and it might be claimed that at least a 
worthwhile survival period has been gained in 
the other two. All five have enjoyed a remark- 
able degree of fitness, including the ability to 
perform the ordinary duties of a normal exist- 
ence, and in addition the first four have had the 
strength to undergo successfully further surgery 
of a major kind. With the exception of Case 4, 
and if one excludes relatively minor complaints 
such as heartburn in Case 2 and the chores 
that go with the care of a colostomy in Case 3, 
these patients have been very comfortable. 


It is difficult to believe that any one of these 
patients would have survived to this time had 
the treatment been other than radical surgery. 
It is moreover practically certain that had they 
survived they would have led a much less fit 
and a far less comfortable existence than they 
actually have led. Cases 1, 4 and 5 received 
deep x-ray therapy in addition to surgery, and 
due credit should be accorded to this therapeu- 
tic agent. Few radiologists, however, would 
claim all the honours for the results achieved. 


Case 1.—Mr. A.B., a worker in a bronze factory, 
was admitted to hospital in November 1947, at the age 
of 45 years, with complaints of cough, weight loss and 
chest pain. X-ray examination showed a large lesion in 
the left lung, and bronchoscopy confirmed the presence 
of a tumour involving the left main stem bronchus. 
Thoractomy revealed a large firm mass involving almost 
all of the left upper lobe, but without obvious disease of 
the hilar or mediastinal lymph nodes. A left pneumonec- 
tomy was done and the pathologist reported “a variety of 
squamous cell carcinoma, sometimes classified as Basa- 
loid tumour.” 

The patient recovered well from the operation and 
enjoyed good health until three years later, when he 
develop gastro-intestinal symptoms. Investigation 
showed a duodenal ulcer, and after a futile trial of medi- 
cal treatment, a vagotomy and gastroenterostomy were 
done. After a short interval, symptoms recurred and, 
in May 1953, a subtotal gastrectomy with partial resec- 
_ tion of the jejunum for a stomal ulcer was done. Since 
that time he has remained well and is working full time. 
At the present time he has no complaints. 


CasE 2.—Mr. J.P., a carpenter, was admitted to hospi- 
tal on December 13, 1949, at the age of 67 years, with 
complaints of dysphagia, hoarseness, 30 Ib. weight loss, 
and weakness. Barium x-rays showed a large filling 
defect in the gastric cardia. CZsophagoscopy permitted 


visualization and biopsy of a cancer of the stomach 
protruding upwards into the cesophagus. On December 
21, a total gastrectomy was done for a very large cancer 
filling two-thirds of the stomach. The pathologist re- 
ported “papillary adenocarcinoma infiltrating the outer 
coats of the stomach to the serosa”. ; 
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The patient recovered well from the intervention and 
remained well until December 1950, when he was ad- 
mitted with acute intestinal obstruction. At laparotomy, 
a small portion of ileum strangulated by a constricting 
band from a Meckel’s diverticulum, together with the 
diverticulum, was resected. 

Since that time he has remained fit and well, and 
working at his trade. He has complained at times of 
heartburn, which has been more or less relieved by 
antacids, and by sleeping in the semi-sitting position. 


Case 3.—Mr. G.W., a janitor, was admitted in May 
1949, at 62 years of age, as an emergency with acute 
retrosternal pain. He had previously attended another 
hospital for treatment of coronary artery disease. On 
this occasion he was hospitalized for three weeks and 
allowed to return to work after another four months. 

He was readmitted in July 1950, complaining of pain_ 
in the rectum and constipation. Investigation showed a 
carcinoma of the rectum, and on August 3, 1950, an 
abdomino-perineal resection of the rectum was done. 
The pathologist reported “an extensive adenocarcinoma 
completely replacing the mucosa, infiltrating all coats, 
and seen in the fatty tissue outside the wall of the 
intestine”. 

The patient was convalescing when on August 16 he 
suffered an embolic occlusion of his right common iliac 
artery. Under spinal anzsthesia, part of the clot was 
removed from the right common iliac artery, but the 
major part of it was inadvertently pushed over into the 
left side, where it lodged in the feft common femoral 
artery. The clot was finally retrieved in its entirety, and 
the patient then recovered satisfactorily. 

Since that time he has continued to suffer from anginal 
pain, but has managed to pursue a useful life within 
his limitations. He was readmitted in September 1955 
with evidence of an anterior myocardial infarction. He 
was discharged after a few weeks and has since lived 
at home on his pension. He has a well-functioning colos- 
tomy to which he has adapted himself cheerfully and 
with ease. 

The local invasion seemed to indicate a poor prog- 
nosis for this man. Nevertheless he has apparently con- 
quered his cancer despite the major handicap of severe 
heart disease with thrombo-embolic complications. His 
comfort has been somewhat interfered with by the 
colostomy, but not his fitness. 


Case 4.—Mrs. J.C., a 45-year-old housewife, was 
admitted to hospital on February 11, 1955, with com- 
plaints of dysphagia, hoarseness, loss of weight, and 
chronic fatigue. Investigation showed an_ obstructing 
lesion in the upper part of the thoracic cesophagus, com- 
mencing at the azygos vein. On February 28, 1955, 
through a right-sided thoraco-abdominal approach, with 
rotation of the chest,1 the lower three-fourths of the 
thoracic oesophagus incorporating a two-inch-long mass 
at the level of the azygos vein was removed. The path- 
ologist reported an ulcerating malignant growth of im- 
mature squamous epithelial cells, involving almost the 
entire circumference of the cesophagus, and infiltrating 
the wall of the gut “almost to the perimuscularis”. Two 
of the regional lymph glands were involved. 

The patient recovered well, her swallowing function 
was completely restored, and she was discharged. In 
May 1955 she returned for inspection of the stoma. 
She had by this time taken charge of household duties, 
her only complaints being some soreness along the in- 
cision and heartburn. The latter was largely controlled 
with antacids and by sleeping in the semi-sitting position 
with several pillows. 

She remained well up to the spring of 1956, when she 
developed signs of an expanding intracranial lesion. She 
was admitted to the Montreal Neurological Institute, 


where on May 28, 1956, a partly cystic tumour was re- 
moved from the right temporal lobe by Dr. W. Cone. 
The pathologist reported squamous cell carcinoma, 
metastatic. 
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She again recovered quickly from this operation, re- 
sumed her household duties, and was well up to 
November 1956, when headache recurred. The cause 
of this is now being investigated. 

Despite the fairly checkered existence of this patient 
since her oesophageal resection, there is no question but 
that removal of her distressing dysphagia changed her 
from a miserable, tired, nervous woman to a cheerful, 
useful and reasonably happy person. She remained such 
a person all through her subsequent surgery and even 
up to the present time. Even if she should now die 
from a recurrence of the intracranial disease, her life 
experience in the past two years has been a notable 
gain. It is difficult to see how she could have achieved 
this had her tumour not been removed and her swal- 
lowing function restored at one single operation. The 
denial of surgery, and treatment by radiation therapy 
of all cases of carcinoma of the middle and upper 
thirds of the thoracic oesophagus, as has recently been 
advocated, is a policy that should be most carefully 
examined before being adopted. This is not to detract 
from the value of addin therapy in cancer of these 
and other locations, but it is most strongly suggested that 
its use in these, as in other locations, should be restricted 
to selected cases, 


Case 5.—Mr. W.L., a 20-year-old student, was ad- 
mitted to hospital on November 24, 1953. A routine chest 
radiograph had shown a large mass in the anterior 
mediastinum extending into the right chest. He was 
eventually explored through a sternal splitting incision 
running into the right fourth interspace. Frozen section 
of the large tumour mass in the mediastinum suggested 
a benign growth, possibly of neurogenic origin. 

The mass, measuring approximately 8” in diameter, 
was removed together with a part of the left innominate 
vein which was incorporated in it, and including a por- 
tion of the pericardium. The tumour extended up into 
the neck, as far as the thyroid gland, and compressed 
and, it was feared, infiltrated the trachea. 

Paraffin sections of the tumour were less encouraging 
than the quick section, and the pathologist now reported 
that we were dealing with a malignant lymphoma, pos- 
sibly of thymic origin. Postoperatively the patient was 
given a course of deep x-ray therapy, which was com- 
menced at St. Mary’s Hospital, and continued at the 
Ontario Cancer Foundation Clinic, Kingston, Ontario. 

He has resumed full activity since a few months after 
his operation, and at last report in December 1956 from 
Dr. R. C. Burr, Director of the Ontario Cancer Foun- 
dation Clinic at Kingston, was remarkably well, and 
planning to be married. 

The great size, the apparent local invasion, and the 
malignant lymphomatous nature of this tumour all 
seemed to bode ill for this boy. Nevertheless, he is alive 
and well three years later. 


SUMMARY 


Five cases from the personal experience of 
one surgeon are cited to re-emphasize the value 
of radical surgery in the treatment of cancer. 
Each case is representative of one of the types 
of major cancer that are encountered. 

It is obvious that not all cases of cancer should 
be treated surgically, and that those so treated 
should be carefully selected from the point of 
view of risk and feasibility of removal. It is 
maintained, however, that surgery in general has 
a more useful role to play in palliation than have 
other available methods of treatment; that radi- 
cal surgery has much to offer besides survival, 
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and that some of these benefits cannot be ob- 
tained in any other way. 

The surgical discipline makes some of its 
heaviest demands on the surgeon who under- 
takes cancer surgery, and the results achieved 
will depend on the response evoked. It seems 
clear, however, that inadequate case-finding is 
still the chief cause of the poor results of radical 
surgery. Furthermore, the time-honoured theory 
that early eradication is the best hope for 
most cancer patients should, for the present at 
least, continue to remain the basis of practice. 

Statistical analysis of the survival figures after 
radical surgery (or any other method of treat- 
ment), while it may be the most practical, 
is nevertheless an inadequate way to evaluate 
the method as a treatment for cancer. 
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RESUME 


Cinq cas sont rapportés afin de rappeler l’importance 
de intervention radicale dans le traitement du cancer. 
Chaque cas correspond 4 lun ou l’autre des cancers les 
plus courants. I] est bien évident qu’on ne peut traiter 
tous les cancéreux par la chirurgie et que lon doit 
choisir judicieusement quant au risque opératoire ceux 
chez qui l’on désire intervenir, et quant a la possibilité 
de résection, les tumeurs que lon désire enlever. 
L’auteur soutient que la chirurgie en général peut jouer 
un plus grand réle palliatif que les autres méthodes de 
traitement, que lintervention radicale a beaucoup a 
offrir 4 part de la survie, et que ces avantages ne peu- 
vent étre obtenus par aucune autre méthode. 

Les techniques chirurgicales sont mises a l’épreuve 
dans la chirurgie du cancer. La sélection inadéquate des 
cas semble étre la principale raison des résultats piteux 
de la chirurgie radicale. La théorie voulant que l’éradica- 
tion précoce oftre le plus grand espoir 4 la majorité des 
malades devrait demeurer la régle de conduite. L’ana- 
lyse statistique des données de survie aprés l’application 
de chirurgie radicale (ou de n’importe quelle autre 
thérapie) méme si elle est une méthode pratique ne 
donne pas une évaluation satisfaisante du traitement du 
cancer. 





INGUINAL SWELLING DURING 
PREGNANCY 


Three expanding lesions of the inguinal canal observed 
during pregnancy have been compared by Hodgkinson 
and Kroll (Am. J. Obst. & Gynec., 73: 966, 1957): in- 
complete. inguinal hernia, fibromyoma of the round 
ligament, and dilated veins of the inguinal canal and 
round ligament. All three caused an inguinal swelling 
simulating an incomplete inguinal hernia. 

The significant disparate observations were: (a) in- 
complete inguinal hernia may suddenly disappear about 
mid-pregnancy to reappear after delivery; (b) an inguinal 
swelling caused by dilated veins is present only during 
pregnancy and generally appears about mid-pregnancy; 
and (c) tumours of the round ligament are never com- 
pletely reduced, and the precise outline of the border 
can usually be distinguished. 

Treatment, except for tumours, should follow a course 
of watchful conservation. 
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TREATMENT OF CEREBRO- 
VASCULAR CONDITIONS IN THE 
ELDERLY* 


J. G. PINCOCK, M.D., Winnipeg, Man. 


FOR THE PAST SEVERAL YEARS, the increasing 
incidence and morbidity from cerebrovascular 
disorders has been occupying the thinking of 
people concerned with internal medicine and 
particularly of those concerned in rehabili- 
tation. 


It is reported by Irving Wright! that in 1952, 
44,000 deaths from cerebrovascular accident in 
the United States occurred in the “working age” 
(25-64 years). No figures are given for the inci- 
dence above this age, but it can be safely as- 
sumed from statistics given by Rusk’ that there 
would be an approximately equivalent number 
in the older age group. Besides the deaths there 
are those who survived the initial accident and 
are left with some form of residual disturbance 
which handicaps them to a greater or lesser de- 
gree, and who become problems in respect to 
rehabilitation services, institutions, and social 
welfare agencies. Wright! also estimates that 
there are approximately 2,000,000 sufferers from 
cerebrovascular disorders in the United States 
today, and that a large percentage require from 
one to four people to care for them. The impact 
of this on the community is self-evident, and con- 
sequently for a number of years studies have been 
made of methods of treatment in order to limit 
materially the morbidity and mortality from 
this phenomenon. 


In 1946, Brown, Millikan,? and others began 
to be concerned with methods of treatment of 
hemiplegics, and in 1947 Cecil and Loeb? em- 
phasized the importance of maintaining treat- 
ment for a minimum of six months before giving 
up and assuming that no further improvement 
would occur. By 1951 Sir Russell Brain* had 
stated that if further attention were given to 
_adequate therapeutic regimens, considerable im- 
provement in the morbidity could be expected. 


In line with this concept, a series of cases at 
Deer Lodge Hospital, admitted between January 
1, 1948, and December 31, 1949, were tabulated, 
assessed, placed upon a specific therapeutic 
regimen and followed up to the present date. 


*From the Department of Physical Medicine and Re- 
habilitation, Deer Lodge Hospital, Winnipeg, Manitoba, 
and Department of Medicine, University of Manitoba. 
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Careful statistics of morbidity and mortality have 
been maintained, in order to find some definite 
data on the natural history of this disorder. In 
response to the appeal by Millikan’ in 1954 for 
such a study, this will be published in another 
paper. The present paper is concerned primarily 
with the type of therapeutic regimen which 
might be of value in producing reasonably sound 
results and which could be adapted to an ordin- 
ary general hospital routine. 

As long ago as 1888, Gowers® described a 
method of treatment which, though it fell into 
disrepute, has now in large measure been re- 
vived and is very similar to the sort of treatment 
which is now considered adequate. In his text- 
book of medicine, published in 1888, he says: 
“The tendency to improve through cerebral com- 
pensation and by spontaneous disappearance of 
symptoms is marked. The parts in which there 
is return of movement before the end of a 
month will recover ‘useful power if they are 
exploited.” 

Various types of therapeutic management have 
been described in the literature (Covalt 1952,° 
Feldman 1951,7 Adams and McComb 1953°), 
probably the most recent being a small book by 
Sheldon® on thé the management of strokes; all 
of these stress one or other of the various thera- 
peutic measures currently in vogue. We have 
now run the gamut of bed rest, early ambulation, 
cervical sympathectomy, stellate block, craniot- 
omy, vasodilators, vasoconstrictors, anticoagu- 
lants, antispasmodics and, most recently, tran- 
quillizing drugs. Evaluation of these forms of 
treatment has been most difficult because very 
few of the published reports have adequate 
control series, nor is there sufficient understand- 
ing of the natural history of this disorder upon 
which to base a valid comparison, which will 
allow competent assessment of any particular 
mode of treatment. 

We are more concerned, however, at the mo- 
ment with the problem of the elderly patient 
who suffers from a cerebrovascular accident 
which is not fatal. Warren’® in 1953 described 
a regimen of physical and psychological treat- 
ment which is directed at the patient as a whole. 
Dinken™ in 1952 gave a more detailed program 
of physical reconditioning, and an excellent re- 
port by Twitchell’? in 1951, on a small group 
of patients carefully studied, shows how much 
motor function can be restored and something 
about the assessment of that restoration. 
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ANALYSIS OF PERSONAL SERIES 


Of 117 patients, 16 died at the initial admis- 
sion within seven days of the occurrence of acute 
symptoms. The remainder underwent a treatment 
program lasting for varying periods of from six 
weeks to three months. They were then re- 
evaluated with respect to progress and the de- 
gree of improvement measured. The program 
consisted of a standard rehabilitation procedure 
broken into three major phases: 


1. The first consisted of the first 48-hour period, 


during which time diagnostic procedures were: 


completed, general physical and social problems 
assessed, and supportive treatment presented. 

2. Following this initial period, active treat- 
ment was instituted on the wards, first by passive 
movements and active movements as soon as 
possible, progressing to early ambulation. Early 
in this phase, a functional appraisal was com- 
pleted and both physiotherapy and occupational 
therapy were developed, aimed particularly at 
a functional program to return the patients’ capa- 
cities to the maximum rapidly. It is my feeling 
that not only should the therapist be aware of the 
need for this type of program, but also nursing 
personnel should be instructed and encouraged 
to maintain the activity program during periods 
when the patient is on the ward, and to create 
a cheerful, optimistic attitude, and to encourage 
the patient to perform for himself as many 
functions as possible, even though this may 
be time-consuming. 

By the end of three weeks, most patients have 
begun to develoys some evidence of spasticity, 
and relaxation exércises are important. No arti- 
ficial supports were used until the conclusion of 
this period, as it was felt that it would be unwise 
to create dependence upon artificial means if 
there was still a possibility of recovery of rela- 
tively normal functions. 

Careful attention must be given to ward care, 
in particular to such commonly used drugs as 
sedatives and laxatives. It was found that many 
of the patients would be given sedatives by at- 
tending staff on the recommendation of nurses. 
This simply would prevent adequate cerebration 
and slow down the process of re-education which 
is so essential. Laxatives tend to be used indis- 
criminately and often prevent the re-develop- 
ment of normal bowel habit, sometimes creating 
a problem in social adjustment on discharge 
from hospital. . 
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All members of the staff who come in contact 
with the patient should be told what. is being 
attempted. This includes especially the dietary 
staff, so that meals can be prepared in such a 
way as to encourage the patient to feed him- 
self; social and welfare workers, in order that 
they may provide contact with relatives and 
discuss with the patient re-location in the social 
setting at home; and the general nursing care 
personnel, in order to maintain the progressive 
advancements which are made from definitive 
use of physiotherapeutic measures. The major 
areas of difficulty in this particular phase of the 
disease have been associated primarily with three 
factors: 

(a) Foot drop, to which attention should be 
paid early, with the use of special exercises to 
strengthen the dorsiflexors and evertors of the 
foot. 

(b) Weakness of small hand muscles, particu- 
larly the extensors. We have had distinct benefit 
from the use of warm clay which seems to en- 
courage the patient to develop definitive finger 
movements and to increase his power of exten- 
sion and abduction. 

(c) Aphasia. Speech therapy should be com- 
menced as early as is commensurate with the 
mental status of the individual. In this particular 
phase of the disorder, it was found that motor 
aphasia, if it is pure, will respond reasonably 
well, but major difficulties will occur if either 
auditory or visual aphasia is added; global 
aphasia is almost impossible to manage. 

3. The third phase comes with the onset of 
severe spasticity, usually developing in the period 
six to eight weeks after the initial insult. Pro- 
gress in this phase is much slower and seems best 
managed by a program of combined occupa- 
tional and physiotherapy, using whatever tech- 
niques are available but exploiting all to their 
maximum. Also, during this phase recreational 
activity should be considered, particularly if 
the patient is expected to stay in hospital for a 
relatively long time. This type of patient would 
seem best managed in either a convalescent 
type of unit or in a chronic disease hospital 
especially designed to meet his needs. However, 
it is possible to maintain good therapy in an 
active general hospital if one uses to their utmost 
the facilities usually available. 

Our patients were then screened through an 
assessment team designed to help them with 
community re-location, and after this were dis- 
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charged. Where feasible, cases were followed up 
in the out-patient department, in order to main- 
tain improvement, for a period of usually one 
to two months. This group of cases was then 
reviewed in 1952 and again in 1956 to determine: 
(a) whether the improvement had been main- 
tained, and (b) what the frequency of recur- 
rence and the incidence of mortality and mor- 
bidity would be. 

Table I indicates the degrees of improvement 
as recorded with respect to arm function, leg 
function and speech by 1956, showing the num- 
ber of patients with grading from 0 = absent to 
5 = normal, 


TABLE I.—IMpROVEMENT IN ARM FUNCTION, 
Lec FUNCTION AND SPEECH BY 1956 





Disabilities of arm 
e +S... =. Sa 


DRIES 6 ccs ch cteenteodce ZY G& is  i9 4 1 
DSO NAERO) cos 2. cose ce: 0 4 6 17 19 18 
Ea seasick ween 0 2 2 4 21 19 
ROG egies cries ee a 0 0 4 8 WH 


0 1 2 3 4 5 


ere ea: 4 15 4 10 + 
rrr re 0 0 4 16 22 21 
.. , Se err 0 0 3 138 21 26 
BA es rdcancconacgans 0 0 1 > & & 
Disabilities of speech 

O 1 2 3 4 5 
Pe eiccersneercacs, “ee oe 4 8 5 24 
re 0 2 8 8 11 35 
i Sc AW hee eo 0 1 4 13 10 = 34 
ee ee 1 1 3 9 6 19 


It will be noted that in those patients who 
survived to 1956, there was little or no change 
in the degree of function over that obtained by 
1952. 

We were concerned lest an increasing mortal- 
ity might render our rehabilitation efforts neglig- 
ible. Of the 101 patients who survived the initial 
insult, 55 have now died. The years of death are 
as follows: 1949—4; 1950—13; 1951—8; 1952-11; 
1953—9; 1954—4; 1955-6. 

This mortality has been compared with the 
expected mortality in this age group as revealed 
‘by the Canadian Sickness Survey and life in- 
surance statistics, and shows no increase over 
the figures for normal people in the same age 
range. More interesting, however, than the num- 
ber of deaths were the causes. These were deter- 
mined with accuracy, as all but 4.of the 55 cases 
had postmortem examinations in which the cause 
of death was defined on a pathological basis. 
Twenty-one died of cardiac disorders; 12 of re- 
current cerebrovascular accidents; 7 of malig- 


Pincock: CEREBROVASCULAR CONDITIONS 27 


nancy; 6 of respiratory infection; and 6 of other 
causes. Three patients died out of hospital and 
no cause of death was determined. In the fourth 
death, autopsy was refused and it was felt that 
the cause of death was probably myocardial, but 
this was never clearly established. 


It is remarkable that the incidence of death 
from cerebrovascular disease was actually less 
than the expected incidence of death as revealed 
by the Canadian Sickness Survey. However, 
since this particular group had special care, due 
to the rather intensive follow-up supervision, it 
is possible that recurrences of cerebrovascular 
accidents were minimized, and the patient was 
allowed to go on until death from another cause 
resulted. In the total group, including those who 
survived until 1956, there have been 17 cases of 
recurrence. This coincides very .closely with the 
figures given by Millikan for recurrences, and it 
is also apparent that these recurrences tended to 
be early in the first two years after the initial 
attack, and that they tended to be multiple in 
those patients apparently susceptible. It is our 
feeling that these provide a separate group for 
study and that further investigation may lead 
to some form of preventive management, such 
as the use of anticoagulants or possibly increas- 
ing the cerebral blood flow by use of carbon 
dioxide rebreathing. No information is available 
concerning the efficacy of this type of manage- 
ment. 

From this report it can be seen that at the 
conclusion of an 8-year period, 46 patients are 
still surviving and have managed to maintain 
a reasonably adequate function in the commun- 
ity. It would seem, therefore, that a significant 
salvage rate can be established, which would 
warrant the expenditure of time and effort in the 
development of facilities to prevent these people 
from becoming a social and economic drain upon 
their families and communities. It is our exper- 
ience that with this form of management, the 
majority of the patients are happy and contented 
and manage to maintain good social adjustment 
and excellent physical function in their usual 
social settings. Time does not permit a detailed 
analysis of the various forms of occupational 
activity being undertaken by this group. Those 
who normally would have reached retirement 
age have retired, while with only occasional 
exceptions those in the younger age groups are 
working. The load of institutional care in this 
group is relatively small, and in the majority the 
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causes for such institutionalization have been 
causes other than cerebrovascular disease. It 
would therefore seem important to make every 
effort to stimulate ordinary general hospitals to 
maintain active treatment facilities on the six- 
weeks’ basis for this type of condition, and to 
recommend that chronic disease hospitals and 
rehabilitation centres take on the management of 
the more difficult cases at the conclusion of this 
period. This would seem to be the most effective 
way of using available facilities and will pro- 
vide a satisfactory result in terms of personal 


happiness and physical restoration of elderly pa- -: 


tients with cerebrovascular conditions. 
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TUBERCULOSIS AND PREGNANCY 
R. M. LANE, M.D.,* Victoria, B.C. 


THE EFFECT OF PREGNANCY on tuberculosis is a 
subject on which a great deal of opinion has 
been given and yet over the years there has 
been very little in the medical literature which 
is backed up by a review of clinical material. 
Yet one of the commonest requests from the 
tuberculosis physician is whether it is safe for 
the tuberculous patient to get married, and, 
more often, whether it is safe for her to become 
pregnant. This role of marriage counsellor is not 
one for which we have any particular training, 
and with the greatly improved prognosis in tub- 
erculous cases it is becoming harder and harder 
to predict the oufcome of each case whether 
the persons become pregnant or not. 


The history of the opinion of the effect of 
childbearing on tuberculosis is most interesting 
because it has been so contradictory. Hippo- 
crates is said to have thought that pregnancy 
was good for tuberculosis but his advice was 
forgotten in the era of 1920 to 1940. Then our 
birth rate was fairly consistently declining in 
Canada and the U.S.A., and a few persons, such 
as Forssner in Sweden in 1925 and Alice Hill in 
1928, who thought that pregnancy did not in- 
crease the death rate from tuberculosis, and that 
those who completed their pregnancies did as 
well as those who had a therapeutic abortion, 
found most clinical opinion contrary to their 
own. 


*Medical Director, Vancouver Island Chest Centre, Vigtoria. 


Then as the severity of tuberculosis in women 
declined and the birth rate increased, beginning 
about 1940, the clinical opinion also mellowed 
and a new and most important feature came into 
being, i.e., the custom of having a chest x-ray as 
part of good prenatal care. Schaefer® in 1952 and 
again in 1954, writing from experience at Tri- 
boro Hospital in New York, pointed out that the 
incidence of active tuberculosis in obstetrical 
patients increased considerably after routine pre- 
natal films began to be taken. I believe we would 
all agree that it is a desirable routine in prenatal 
care. I only wish that all women in the child- 
bearing years, whether they were pregnant or 
not, would be x-rayed yearly—as I believe this 
would find as much tuberculosis proportionately 
as the examination of the obstetrical patients. 

There has been a tremendous drop in female 
mortality from tuberculosis. In British Columbia 
this has been from an average of 114 deaths in 
1944-1946 to 29 deaths per year from 1953 to 
1955, i.e., to less than one-third the rate of 10 
years ago. With this and with the increasing 
number of cases of successful arrest of tuber- 
culosis, the more recent papers on this subject 
seem to regard the combination of tuberculosis 
and pregnancy in a much more favourable light. 
Edge® in 1952, reporting on Brompton Hospital 
cases with active tuberculosis and positive spu- 
tum in 1945 and 1946, and followed up for 
five years, came to the conclusion that “the find- 
ings supported the view that pregnancy has 
no dramatic effect on the course of pulmonary 
tuberculosis.” Cromie,! writing from Northern 
Ireland, in 1954 suggested that pregnancy did 
have a deleterious effect, and considered the 
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first trimester and the first three months post 
partum as danger periods. However, he summed 
up by saying: “If active disease is diagnosed 
during pregnancy it should be treated exactly 
as the same lesion in a non-pregnant case. With 
present-day effective therapy there are practic- 
ally no indications for therapeutic abortion.” 
Schaefer, writing on experience in Seaview and 
Triboro Hospitals in New York, indicated that 
he could see no deleterious effect from preg- 
nancy and, perhaps more important, concluded 
from his statistics that patients who had under- 
gone therapeutic abortion did not do quite so 
well as those left to go to full-term delivery. 


I must confess that my own outlook on this 
problem is reminiscent of that in a footnote by 
Eastman,’ Professor of Obstetrics at Johns Hop- 
kins University, in Obstetric and Gynecological 
Survey (February 1955). In discussing one of 
Schaefer’s papers from the American Review of 
Tuberculosis, Eastman says: 


“For some time now, most obstetricians and 
perhaps most phthisiologists also have been 
veering toward the opinion that tuberculosis is 
rarely an indication for therapeutic abortion; 
and certainly, the rationale of this attitude is 
beautifully documented in this convincing paper. 
On the other hand, if my experience is at all 
representative, many internists do not seem to 
have caught up with this trend of thought and 
still cling to the old idea that pulmonary tuber- 
culosis calls routinely for interruption of preg- 
nancy no matter whether the duration of gesta- 
tion be one month or six. I am glad to see, ac- 
cordingly, that this paper was not published in 
one of our own obstetrics and gynecology jour- 
nals but in a periodical which is read by most 
phthisiologists and also, no doubt, by some in- 
ternists. To push this matter further, it might 
be hoped that these same authors, or other 
writers on the subject, will send some of their 
future papers to one or another of the journals 
dealing with internal medicine so that all physi- 
cians could approach this problem with a similar 
background of facts.” 


PRESENT STUDY 


So far in the literature I have not seen any 
record of cases treated since combined anti- 
microbial therapy of at least 12 months’ duration 
has been used, and in this paper I wish to present 
a one-year to three-year follow-up on such cases. 
The records of all known tuberculous women 
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between the ages of 17 and 42 inclusive who had 
lived on Vancouver Island at any time in 1953, 
1954 or 1955 were searched, and 510 cases were 
reconsidered after a few were discarded. Those 
discarded included no cases known to have had 
active tuberculosis when last examined or at any 
time during this three-year period. In fact, the 
discards were entirely persons with inactive dis- 
ease at the last examination and not examined 
since the beginning of 1953, or alternately those 
who did not have respiratory tuberculosis. Cases 
of pleurisy with effusion were included. 

During this time nine women of all ages died 
of tuberculosis. This is a rate of approximately 
3 per 100,000 women per year. Of these only 
four had ever been pregnant, one 16 years 
before the diagnosis of tuberculosis, and one 
when her tuberculosis was active, although no 
change was seen on x-ray or in clinical findings 
during the pregnancy or during the succeeding 
six months. The third had been virtually a pros- 
titute since the age of 12 and had a child four 
months before diagnosis of moderately advanced 
active disease. The fourth patient was found 
to have minimal activity on a routine prenatal 
film in 1951, but she refused any orthodox treat- 
ment, took a starvation diet from a “quack” and 
died four years later with galloping consumption, 
having had one further child two years before 
death. We had no x-ray records during this four- 
year period, and cannot therefore correlate her 
pregnancy with her downhill course. 

Only one of these nine women who died had 
been diagnosed as tuberculous in the past three 
years and she too treated herself for many 
months before the brief two-weeks’ terminal ad- 
mission to hospital. She had never been preg- 
nant. 

A review then of these few deaths does not 
seem to show that pregnancy was an important 
factor in bringing on the deterioration of tuber- 
culosis. And the death rate from tuberculosis is 
now so low in women that I believe we must 
search for any effects from pregnancy in more 
subtle things like progression or reactivation in 
a case. 

In newly diagnosed cases during this three- 
year period the average birth rate was 26 per 
1000 total population and there were 15,000 live 
births in the area. Twelve new active tuber- 
culosis cases were found in pregnant women. 
This is a detection rate of 1 in 1300 pregnancies 
or 0.076%. 
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During this time 69 new active cases were 
discovered in women of this age group. As just 
mentioned, 12 were pregnant and five had had 
an infant within the previous 12 months. When 
it is considered that with our present birth rate 
approximately one-seventh of women of ages 
17 to 42 give birth to a child in any one year, 
the proportion of 12 out of 69, allowing for the 
smallness of figures, does not suggest to me that 
pregnancy makes a young woman more prone 
to develop tuberculosis. The corollary of these 
findings is that, while we have deliberately en- 


couraged the taking of a routine chest film in-’ 


pregnancy, it is probably equally important to 
take frequent films on all women in the child- 
bearing vears. 

Of these 12 cases diagnosed in pregnancy, 
nine had minimal active and three moderately 
advanced active disease. In five out of 12 the 
diagnosis was made on routine prenatal chest 
x-rays, and in a further two on hospital admis- 
sion films when they were admitted for vomiting 
of early pregnancy. 

At the end of April 1956, none of the 12 was 
still in sanatorium; all had negative sputum and 
were making satisfactory progress. Some of them 
of course were still on antimicrobials. One had 
had a therapeutic abortion in early 1953 and had 
done well. 


Two of the other 57 cases newly diagnosed 
and not pregnant at the time of diagnosis have 
had reactivations. In one case this happened six 
months post partum and in the other it had no 
relationship to pregnancy. 

The second group of 14 cases might be con- 
sidered as cases of chronic active tuberculosis; 
that is, their tuberculosis had been active for 
more than one year prior to the beginning of 
1953. Three of these have been pregnant during 
the three-year period, two without any change 
in their tuberculosis; the third was a woman who 
took unorthodox treatment and has since died. 


The third and largest group of 441 previously 
known cases showed 65 cases (14.7%) of re- 
activation during the three-year period. Ninety- 
eight of these women were pregnant at least 
once during this time and gave birth to 115 
babies. This means that in our area one out of 
135 women or 0.73% attending the doctor for 
pregnancy will be known to have had tuber- 
culosis. There were nine reactivations during 
pregnancy and four during the first four months 
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post partum. This makes a total of 13 reactiva- 
tions in 98 pregnant patients (13.3%). At the 
end of April 1956, all 13 patients were sputum- 
negative and doing well. 

In 343 patients known to have tuberculosis 
but not pregnant during the three-year period, 
there were 52 reactivations (15.4%). At the end 
of April 1956, two are still in sanatorium and 
doing well; one has had a very small spread of 
disease this spring. I take these figures to mean 
there is virtually no difference in proneness to 
reactivation whether the young woman is preg- 
nant or not. 

It has been the custom to suggest to the young 
woman who has had tuberculosis that her dis- 
ease should be arrested for two years before 
she becomes pregnant. Within this group of 128 
pregnancies there were 24 young women who 
did not have active tuberculosis but whose dis- 
ease was arrested less than two years. In only 
one of these has reactivation occurred. This 
does not suggest to me any deleterious effect of 
pregnancy on recently treated tuberculosis. 

Presented in another way: of 65 reactivations 
in known cases, 14 occurred in patients whose 
disease had been arrested less than two years, 
but only one of the 14 was pregnant. Fifty-one 
(almost four-fifths ) of the reactivations occurred 
in those whose disease had been arrested for 
more than two years; eight of these were preg- 
nant and this occurred out of 88 pregnancies— 
a rate of 9%. One of the patients with reactiva- 
tion had a therapeutic abortion in 1953 and has 
done well. 

I recognize that there should be at least a five- 
year follow-up of all those cases to indicate their 
progress. However, the one-year and two-year 
follow-up show such good results that I would 
be surprised if five-year figures were much dif- 
ferent, and I believe it is justifiable to base our 
course of action on what we know at present. 


What advice, then, should we give to the 
tuberculous woman in the light of the figures 
just presented? Personally I can see us giving 
her no counsel regarding marriage except as 
stated by Ferguson‘ in his recently published 
“Studies in Tuberculosis”: “It would appear then 
that marriage—the segregation and the whole- 
some life that it affords—probably provides a 
considerable degree of protection against disease 
and death from tuberculosis as compared with 
the single status in Saskatchewan and in Canada 
as a whole. It is a factor second only to avoidance 
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of exposure by contact or occupation, and per- 
haps of greater importance than any predisposing 
factor such as economic status, housing, or living 
conditions in Canada.” ' 

Then as to pregnancy, why advise delay until 
the disease has been two years arrested? In good 
prenatal care it has been our custom to advise 
an afternoon rest. I would suggest that we should 
advise our tuberculous patients to delay preg- 
nancy until their tuberculous regimen permits 
exercise as desired except for midday (afternoon ) 
rest. However, we should not give patients the 
impression that pregnancy arising when they are 
on a more restricted regimen would be deleteri- 
ous to their tuberculosis. 

There is the thorny problem of therapeutic 
abortion. From these figures and those cited of 
others, I find it difficult to believe that thera- 
peutic abortion is now ever indicated in a woman 
with tuberculosis. 

Is there then any problem in the tuberculous 
woman with respect to pregnancy? The recent 
gynecological literature points out that tubercu- 
losis of the pelvis, though declining in incidence, 
is still with us and that almost all women with 
this disease never become pregnant. Novak states 
that about 5% of endometrial biopsies in cases 
of sterility show the histology of tuberculosis in 
the endometrium, and that tuberculosis is found 


— 
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at perhaps 3% of salpingectomies. There is 
probably encouragement from the use of anti- 
microbials in pelvic tuberculosis, but so far very 
few of these persons have become pregnant after 
treatment. There are several reports of tubal 
pregnancy and of miscarriages. In our tuber- 
culous women of childbearing age, there were 
17 with tuberculous salpingitis, none of whom 
has had a child since the diagnosis was made. 
There was one patient, fairly recently treated, 
who had a tubal pregnancy. 

Surely we may hope that if the only clinical 
evidence of pelvic tuberculosis is that from an 
endometrial biopsy, some of these early patients 
will have an opportunity to bear children after 
adequate antimicrobial therapy, even though 
most authors assume that tuberculous salpingitis 
is always present when tuberculous endometritis 
is found. 

This I submit is the real problem of tubercu- 
losis and pregnancy and one for which our thera- 
peutic success to date is very poor. 
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SEVERE HA®MOLYTIC DISEASE 
OF THE NEWBORN DUE 

PROBABLY TO THE COMBINED 
ACTION OF ANTI-A AND ANTI-S* 


BRUCE CHOWN, M.D., 
MARION LEWIS and BRIAN BEST, M.D., 
Winnipeg, Man. 


EITHER anti-A or anti-S may singly cause hemo- 
lytic disease of the newborn. When the disease is 
due to anti-A it is marked by jaundice which 
begins on the first day but is usually self-limited 
and of short duration; anzemia is rarely, if ever, 


*From the Blood Group Reference and Research Labora- 
tory, Children’s Hospital, and the Department of Obste- 
trics, University of Manitoba, Winnipeg, Canada. 

Postal Address: 735 Notre Dame Ave., Winnipeg 3. 





a marked feature of the disease at birth; a small 
percentage of those affected develop kernicterus. 
We have been able to find record of only three 
cases of hemolytic disease reported as due to 
anti-S; in one’ the infant’s cells gave a week 
direct Coombs reaction but the baby was not ill, 
while for one no details are given (Ref. 2, adden- 
dum). In the third? case the baby’s hemoglobin 
was 15 g. % on the first day, 11 g. at 40 hours. 
It was given a transfusion of unmatched blood 
and died of kernicterus at 60 hours. We have 
had one earlier experience with anti-S sensitiza- 
tion; in that case the mother had anti-D and 
anti-S, the baby was D-negative, S-positive and 
direct-Coombs-positive, a 4-minute reaction as 
described later; the baby’s course was unevent- 
ful. In the case here reported the situation was 
such that both anti-A and anti-S could have 
affected the baby’s cells; the baby had severe 
disease at birth and died in six hours of hemo- 
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lytic disease, intracranial 
asphyxia. 

The pregnancy record and blood group make- 
up of the family was as given below; those blood 
groups pertinent to the discussion are to the 
left of the vertical line, those that are really 


irrelevant to the right. 


hemorrhage and 


PONS 5 ih Le he Le chee ll 


1947 Abortion at 3 months......... 
BE IN re eh nts ics eh hed ea held tes 
1951 Abortion at 20 weeks. ........ 
in eck ns seh eee Oke Pan 
MN kaw dened e secede 


After her abortion in 1951 Mrs. Hogs. was 
given two transfusions. The donors have been 
traced. Their blood groups are: 


IDOE 8k che c ae S SE kh eSdRERaRS 
REE io bo oss: kn BGs Some ses < 


The child born in 1954 was seen to be jaun- 
diced at 22 hours. He was recorded by the hos- 
pital as Group A, Rh-positive (sic), direct- 
Coombs-negative. The jaundice increased for 
two days and then diminished. Beyond repeat- 
ing the Coombs test because of the increasing 
jaundice, no further investigation was carried 
out at the time. It may be seen from the family 
record that the child’s cells do not carry S, K or 
Fy“, against which antigens Mrs. Hogs.’s blood 
now contains antibodies, while his cells do carry 
A, against which his mother has a strong, “im- 
mune’ antibody. It is a reasonable assumption 
that he suffered a mild though clinically appreci- 
able form of hemolytic disease due to anti-A. 

In 1956 Mrs. Hogs. was delivered at 41 weeks 
after a difficult labour, transverse lie with a pro- 
lapsed arm, necessitating internal version with 
delivery as a breech; thirteen minutes elapsed 
from rupture of the membranes to birth of the 
baby. He weighed 2485 g. (5 lb. 8 oz.), was 
pale, appeared in shock and did not breathe 
spontaneously. With artificial respiration he be- 
gan to gasp. His liver and spleen were large. 
A tentative diagnosis of hemolytic disease of 
the newborn was made, but before either labora- 
tory investigation or emergency treatment could 
be carried out he died. The diagnosis was con- 
firmed at autopsy: liver 170 g., normal 105; spleen 
24.5 g., normal 7.6; nucleated red cells in blood 
vessels in all tissues; large erythropoietic foci in 


A, S+ Fy(a+) kK— 
O S— Fy(a—) K— 
A, S— Fy(a+) k— 


A, S— Fy(a—) 
A S+ Fy(a—) K— 


OS+ Fy(a+) K— | 
OS—Fy(a+) K+ k+ | 





the liver, occupying 1/3 to 1/2 of each micro- 
scopic field; patches of cells of deep fetal cortex 
of adrenal distended with fat; loss of lympho- 
cytes in the thymus. There were also present a 
bilateral tentorial tear with blood in the posterior 
cranial fossa, some hemorrhage into the lungs, 
and evidences of asphyxia. The cord plasma 


MM P4 cde.cde Le(a+) Kp(a—) Di(a—) Jk(a+) 
MN P+ CDe.cde Le(a—) Kp(a—) Di(a—) Jk(a+) 


| MM P+ CDe.cde Le(a—) Kp(a—) 


MN P— cde.cde Le(a—) Kp(a—) 
MM P+ cde.cde Le(a—) Kp(a—) Di(a—) Jk(a+) 


bilirubin was 1.04 mg. direct, 3.3 mg. total per 
100 ml. It is evident that the baby had a severe 
degree of hemolytic disease, although death was 


MN P+ CDe.C?e Le(a+) 
MN P+ CDe.c?e Le(a—) 


not due to this alone. 

Serological investigation.—A word of explana- 
tion is first necessary about our Coombs method 
and certain applications of it. Up to and includ- 
ing the washing of the red cells preparatory to 
exposing them to the anti-human _ globulin 
(A.H.G.) serum we follow the modified method 
of Race and Sanger.’ After the cells are washed 
four times and packed, a capillary is dipped 
in the A.H.G. as for Rh typing‘ and about one 
inch allowed to run in; it is then dipped in the 
suspension of the cells under test and a like 
amount of the suspension allowed to run in. 
The capillary is then inverted and set against an 
illuminated glass at an angle of 45°. The serum- 
cell mixture is observed for 10 minutes and the 
time at which clumping is visible is recorded. 
If there is no agglutination in 10 minutes, the 
test is ordinarily recorded as negative. 

Cells sensitized in vitro with almost any Rh 
antibody or indirect-Coombs-acting Kell, Duffy 
or Diego antibodies that we have had agglutin- 
ate completely in less than one minute by this 
method, the reaction being recorded “C<1”; 
very weak antibodies will give slower reactions, 
as will the final dilutions of antibodies in titra- 
tion. Occasionally a weak antibody may be 
identified after 10 minutes if it is very carefully 
controlled. 

So far our observations on the cells of newborn 
babies sensitized in vivo have been that those 
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sensitized by an Rh antibody practically always 
give a C< 1’ reaction; by anti-A+B agglutinate 
in 4 to 10 minutes; by Kell, in three examples: 
hydrops, +1’; hydrops, +3’; mild disease, +9; 
in a single example by Fy® in 8; and a 
single example by S in 4’. If the cells of a baby 
give such a slow direct Coombs reaction and it 
is desired to determine their antigen content 
then, on testing them with such indirect-Coombs- 
reacting sera as anti-D, K, Fy* and Di*, the 
speed of the reaction will not be increased if 
the corresponding antigen is absent, whereas 
if it is present agglutination will be complete in 
less than a minute. 


The present case came to our attention when, 
in routine direct Coombs tests on a group of 
cord bloods, the baby’s cells were found to give 
a 3 to 4 minute positive reaction, similar to that 
seen with ABO sensitization, although the 
clumping was tighter and more striking. The 
baby was typed as A, MMS, P+, cde.cde, 
Fy(a—), K-, Kp(a—), Di(a—), Le(a—), Jk(at). 
The cord serum contained no antibodies that 
reacted with cells suspended in saline. Using 
cells suspended in albumin, the baby was found 
to have anti-A. By the indirect Coombs method 
the following results were obtained against a 
panel of cells: 





Common Time of 
No. of cells antigen reaction Comment 
3 A C<1’ 
5 K C<1’ 
16 Fy(a+) +3to7’ 118+, 5 S— 


This indicated the presence of anti-A, anti-K 
and anti-Fy%. Since the baby was K— and Fy(a-), 
the anti-K and anti-Fy“ could have played no 
part in its disease. On the other hand, disease 
was greater than one would expect from anti-A, 
while the direct Coombs reaction did not look 
like one due to anti-A. The presence of anti-K 
and anti-Fy% further indicated that the mother 
_ must have had a transfusion and was an “anti- 
body producer”. It seemed probable that some 
antibody in addition to anti-A had affected the 
baby’s cells, had crossed the placenta and been 
entirely absorbed out of its plasma by them. 
Unfortunately no eluate. was made from the 
baby’s cells, which might have proved this be- 
yond question. 


The mother’s and father’s blood became avail- 
able at this point. In the mother’s serum anti-K 
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reacted in saline and albumin and by indirect 
Coombs and was readily identified. Considering 
then only other antibodies, the following results 
were obtained with group O, K- cells: 











Common — Reaction 
No. of cells antigen time Comment 
13 Fy(a+) +1’ to 8’ Zygosity unknown 
6 Fy(a—) +1’to10’ Al S+ 
4 Fy(a—) —10’ 18+, 3 S— 


The reaction times with Fy(a+) and with 
Fy(a-) cells were of the same order, several of 
them very weak. It did not seem to us worth 
while to go further with the identification of 
the third antibody in this specimen of the 
mother’s blood. A second specimen was ob- 
tained six weeks post partum and with this the 
reactions were clear-cut, the identification of the 
third antibody as anti-S being beyond question. 
With group O, K-— cells the results were as 
follows: 


No. of cells 


Common antigen Reaction time 





5 $+ Fy(a—) C<l 
a S— Fy(a—) —-10’ 
§ S— Fy(a+) +614’ 
9 S+ Fy(a+) C<I’ 
"  Hogs.+ Hogs.— 
would 


| 
The distribution S+ | 5 | 0 


S— | 0 7 


occur by chance 26 times in 10,000. 


DISCUSSION 


In view of the weak anti-S reactions in the 
original specimen of the mother’s blood, the 
question may: well be raised whether this anti- 
body could have played a part in the baby’s 
disease. Test tube titre of an antibody does not 
necessarily run parallel to its disease-producing 
power, as is clearly evident from experience with 
Rh antibodies, while we think that both sero- 
logical and clinical evidence supports the belief 
that anti-S did play a part. 


First it may be seen from Table I that while 
the titres of anti-Fy® and anti-K were identical in 
the mother’s and the baby’s blood at delivery, 
just as are those of Rh antibodies in the blood 
of a sensitized Rh-negative mother and her Rh- 
negative baby, the titre of anti-S was 8 in the 
mother’s blood but not demonstrable in the 
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TABLE I.—TirreEs or ANTIBODIES IN MOTHER’s AND Corb SERA 


Source of serum 


Maternal at Maternal 

Test cells Antibody Method Cord delivery 7 weeks p.p. 
A S— K— Fy(a+)..... anti-A saline — 2048 2048 

A S— K— Fy(a+)..... anti-A indirect Coombs 32 — — 

A S— K— Fy(a+)..... anti-A 5 (after neut.) — 1024 2048 

O S+ s— K— Fy(a—.).. anti-S indirect Coombs 0 8 128 

O S— K— Fy(a+)...... anti-F'y2 indirect Coombs 2 2 2 

O S— K+ k+ Fy(a—).. anti-K indirect Coombs 16 16 16 

REFERENCES 


baby’s. Since indirect Coombs antibodies as a 
class can cross the placenta and since anti-S 
has been proven to cross the placenta,’ ? it is a 
logical assumption that anti-S had crossed the 
placenta in the present case and had been taken 
out of circulation by the baby’s cells. It would 
then be expected to play a part in disease pro- 
duction. 

Secondly the titre of anti-S in the mother’s 
serum rose after delivery, just as Rh antibodies 
so often do, whereas the titres of anti-A, Fy* 
and K did not. (The first specimen was drawn 
24 hours after delivery, so that the post-delivery 
rise of anti-A may already have occurred. ) 

Finally, the only antigenic difference between 
the child born in 1954 and that born in 1956 
was that the former was S- and the latter S+, 
while the stimulus for the production of anti-S 
and consequently the development of anti-S by 
the mother must have been prior to 1954. 


SUMMARY 


A group O woman is sensitized by two trans- 
fusions and produces anti-S, anti-K and anti-Fy*%, 
as well as having an indirect-Coombs-acting anti- 
A. Her next child, who is group A but S-, K- 
and Fy(a-), develops early but transitory jaun- 
dice. The following child, who is group A, $+ 
but K-, Fy(a—), develops gross hemolytic disease. 
Its cord blood contains anti-A, K, and Fy% but 
no anti-S. It is argued that anti-S played a part 
in disease production because, first, the anti-S, 
being an indirect Coombs acting antibody, could 
have crossed the placenta but been completely 
absorbed out by the baby’s cells; second, the 
maternal titre of anti-S rose after delivery; third, 
the only antigenic difference between the two 
children is the presence of S in the second one. 
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A SEVERE CASE OF ANAEMIA 
DUE TO ANKYLOSTOMA 
DUODENALE* 


MAURICE SAINT-MARTIN, M.D. and 
ROLAND DUSSAULT, M.D.,+ Montreal 


HookworM INFECTION, not being indigenous to 
Canada, is very seldom seen in hospitals and 
medical practice. A careful review of current 
Canadian medical literature revealed only one 
reference to this parasite. A survey of intestinal 
parasites in repatriated prisoners of war from 
Hong Kong by Starkey and Poole’ in 1947 dis- 
closed that 19 patients out of 453 were carriers 
of Ankylostoma duodenale. Since we have had 
occasion to investigate a case of hookworm in- 
fection, the purpose of this paper is to report 
clinical features of the disease together with 
morphological studies of the causative agent. 


Miss G.P., 25 years old, a young Italian immigrant, 
was admitted to Hdétel-Dieu Hospital on October 27, 
1954, for investigation of a hypochromic anemia of 
unknown etiology. Her main complaints were of pale- 
ness, dyspnoea and palpitations. Since she could not 
speak either French or English, the past and present 
history was obtained by our Italian colleague, Dr. A. 
Javicoli. 

In the spring of 1953, while working in a tomato 
field near her native village in southern Italy, she was 
caught in a sudden rainstorm. She quickly ran for 
shelter but not before being thoroughly wet. As usual, 
the storm was short-lived and the sky became sunny 
again. Since work was pressing, the drenched girl 


*Paper presented at the Annual Meeting of the Canadian 
Society of Microbiologists, Macdonald College, Ste. Anne 
de Bellevue, P.Q., June 1956. 

7Respectively from the Departments of Bacteriology and 
Medicine, Hétel-Dieu Hospital, Montreal. 











Canad. M. A. J. 
July 1, 1957, vol. 77 


decided to return to the field but not without taking the 
precautionary measures of removing her stockings and 
shoes. She worked barefoot until late in the afternoon 
when she felt a sensation of intense itching in her feet and 
legs, which became swollen in the evening. The next 
morning, the cedema had disappeared and she thought 
nothing more of it. In June 1953, however, she noticed 
that her complexion was becoming paler and that she 
felt lazy and unable to do ordinary work. Seen by a 
physician, she received at irregular intervals an_anti- 
anemic treatment which in her opinion helped her 
much. On her arrival in Canada in December 1953, she 
discontinued all treatment. She recalled that near her 
village in Italy, there was a peasant family three mem- 
bers of which were also affected by an unknown anemia. 
No malaria was present in her village. She denied havin 
ever suffered from any gross loss of blood. She ha 
never received any anthelmintics, Other complaints were 
of loss of appetite, constipation, dizzy spells, occasional 
generalized pruritus and urticarial phenomena, and a 
gradual loss of 16 lb. during the preceding year. On 
physical examination, she was apprehensive and_ in- 
tensely pale; her complexion had a_ yellowish tinge. 
All mucous membranes were very pale, especially the 
conjunctive, interior of the mouth and nail beds. Cardiac 
involvement was evidenced by heart enlargement, tachy- 
cardia and murmurs, 


Laboratory findings.—Hzmatological investigations per- 
formed by our hematologist, Dr. L. A. Long, revealed 
a severe microcytic hypochromic anemia. The erythro- 
cyte count was 2.3 millions per c.mm. and the hematocrit 
17%. The hzmoglobin value was 3.8 g. % or 25% with 
a colour index of 0.55. The erythrocytes showed some 
anisocytosis, a moderate poikilocytosis and a slight poly- 
chromatophilia. The platelet count was within normal 
range. The leukocyte count was slightly elevated at 
11,000 per c.mm. with 7.5% eosinophils. A sternal punc- 
ture revealed a hyperplastic bone marrow. The number 
of normoblasts was elevated (55.4%), with arrest of 
maturation at the polychromatic level. Eosinophils num- 
bered 2.4% of the cells observed. 


A final diagnosis was achieved by the finding of 
numerous hookworm ova in ordinary coverglass prepara- 
tions. The use of the Willis? brine flotation technique 
revealed a few characteristic Trichuris trichiura ova. The 
parasite was identified by aspiration of duodenal juice, 
with recovery of two living adult worms closely inter- 
twined in a mucous sheath. Careful microscopic examina- 
tion of these parasites showed that they were a male 
and a female A. duodenale. 

Treatment.—To build up her general resistance, the 
patient was confined to bed and received a well-balanced 
diet with ample protein and iron. Between October 28 
and November 6, she received five 500-ml. blood trans- 
fusions. This combined blood-iron therapy led to prompt 
restoration of the erythrocyte count and aS. con- 
tent. On November 6, the blood picture was: red cell 
count 4.5 millions per c.mm. with 1% reticulocytes; hazemo- 
globin value 9.3 g. % or 59%. Leukocyte count was 
within normal, with 18% eosinophils. On November 9, 
hexylresorcinol was administered in a single dose of 
1 g. and a saline purge was given the next day. Re- 
peated faces examinations were negative for hookworm 
ova. The patient was discharged from hospital on 
November 12, 1954, clinically cured. 


DIscussION AND COMMENTS 


It is generally agreed that it is practically im- 
possible to distinguish A. duodenale ova from 
those of Necator americanus. Fig. 1 is a photo- 
micrograph of a hookworm ovum observed in 
the patient’s feeces. It is a six-celled stage ovum 
of approximately 60 micra in length and 30 micra 
in width. Fig. 2 is a photomicrograph of a 


HookworM INFECTION 35 


Case REports: 





T. trichiura ovum with its characteristic lemon- 
shape morphology with polar plugs. Its stage is 
unicellular and the outer and inner membranes 
are clearly shown. Since they were few in num- 
ber, we believe that their role was not important 
in the secondary anemia. The causative agent 
was identified exactly by the microscopic ex- 
amination of two adult worms obtained by a 
duodenal aspiration. Fig. 3 shows two cylindrical 
slightly curved parasites having their heads in 
the same direction of curvature of the body, a 
distinguishing character of A. duodenale. On the 
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Fig. 3 


left is the female worm, 11 mm. in length, and on 
the right the male, 7 mm. long. Fig. 4 shows the 
buccal capsule of A. duodenale which contains 
dorsal and ventral teeth, unlike N. americanus 
which possesses dorsal and ventral cutting plates. 
Another differential characteristic is found in 
Fig. 5, which shows the male caudal bursa. The 
A. duodenale bursa is broader than it is long, 
whereas the N. americanus bursa is longer. 
From the clinical standpoint, hookworm in- 
festations can be divided into early infection and 
chronic infection or hookworm disease. Belding* 
estimates that only 25 to 50% of early infections 
develop into chronic infections. Such was our 
patient’s case. Infected in April 1953, she pre- 
sented anemic symptoms approximately 10 weeks 
later. From June to December 1953, an iron 





Fig. 4 . 
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anti-anemia treatment compensated her blood 
loss to a certain extent. When the treatment was 
abandoned, the blood picture slowly deteriorated 
until October 1954, when she presented signs 
of very severe anemia. Had the treatment been 
delayed further, she might have shown clinical 
evidence of cardiac decompensation and _ heart 
failure. 

Eosinophil counts are irregular and_ inde- 
pendent of the severity of infection. Early in- 
fections, however, may be associated with 40 to 
70% eosinophils. Dammin‘ reports that “the 
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Fig. 5 


more marked the anzemia, the lower the percent- 
age of eosinophils.” It is interesting to note that, 
when the anemia was severe, our patient’s 
eosinophil count was 7.5% whereas when the 
anzmia was corrected it reached 23%. 

Our therapy followed the accepted view that 
anthelmintic therapy should be postponed until 
the erythrocyte count and hemoglobin have 
been restored to nearly normal levels. Although 
tetrachlorethylene and carbon tetrachloride are 
reported to be the drugs of choice, hexylresor- 
cinol was used because of its low toxicity and 
the presence of a combined whipworm and 
horkworm infection. A single one-gram treatment 
was administered and subsequent feces examina- 
tions were negative. Because of reports* that 
such a medication destroys only 70 to 75% of the 
worms, the patient was asked to report back to 
the outpatient clinic for further investigation. 
To this date, no clinical relapse has been re- 
ported. 

Hookworm infection is not a public health 
problem in Canada. The intensity of infection 
(infective index) cannot be significant because 
of the temperature and other environmental con- 
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ditions necessary for the development and exist- 
ence of free-living larva. Ova fail to live below 
10° C, and larve survive less than two weeks at 
0° C. Even with favourable climati¢ conditions, 
the sanitary disposal of sewage combined with 
the hygienic habits and economic status of our 
Canadian population would prevent the high 
degree of soil contamination necessary for hook- 
worm infection. From time to time, however, 
immigration policies and military commitments 
might lead to recognition of isolated cases. 


SUMMARY 


A severe case of anemia due to Ankylostoma 
duodenale is reported. The patient, a young 
Italian, came to Canada in December 1953 and 
was admitted to Hétel-Dieu Hospital on October 
27, 1954. She complained of asthenia and dizzy 
spells. The patient was very pale and her skin 
had a yellowish tinge. Blood examination re- 
vealed a hypochromic microcytic anzmia. 
Hookworm infection was diagnosed by the find- 
ing of characteristic ova in the feces. Flotation 
technique revealed a few Trichuris trichiura 
ova. A duodenal fluid specimen was found to 
contain two A. duodenale worms, a male and a 
female. Curative treatment consisted of whole 
blood transfusions and administration of iron and 
hexylresorcinol. 
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SPONTANEOUS RUPTURE OF THE 
SPLEEN IN AN ERYTHRO- 
BLASTOTIC INFANT* 


D. J. MURRAY, B.Sc., M.D.,t 
P. W. DAVEY, M.D., C.M. and 
G. M. MARTIN, M.D., C.M., Edmonton, Alta. 


SPONTANEOUS RUPTURE of the spleen in newborn 
infants is extremely rare. In the literature avail- 
able to us, only nine cases have been reported in 


*From the Departments of Obstetrics and Pathology, 
Royal Alexandra Hospital, Edmonton. 

+Resident in Pathology, Royal Alexandra Hospital, Ed- 
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the past 25 years. Three of the cases presented 
previously came from a small series of 121 neo- 
natal deaths reported by Gruenwald,* and these 
were apparently associated with birth trauma. 
Two additional cases, one associated with con- 
genital syphilis? and one of doubtful etiology,’ 
have been reported. One case, reported by Slot- 
kowski and Hand,* and three by Philipsborn, 
Traisman and Greer,’ were definitely associated 
with erythroblastosis foetalis. The rarity of the 
lesion is attested to by the complete absence of 
reported cases in Potter’s' review of 2000 un- 
selected neonatal deaths. 


Mrs. M.B., a 21-year-old white woman, para 1, was 
admitted to the Royal Alexandra Hospital Maternity 
Division on May 16, 1956, in the first stage of labour. 
Her expected date of confinement was May 26. After 
approximately 30 hours of uneventful labour she was 
delivered easily with low outlet forceps. 

The infant was noted to have a very poor colour 
and protuberant abdomen. Resuscitation with oxygen 
by mask for about four minutes was necessary. Prepara- 
tions were made for an immediate replacement trans- 
fusion. At the beginning of the transfusion, the infant’s 
condition was very poor. Replacement was done with 
group O, Rh-negative blood through the umbilical vein; 
20 ml. of blood having been withdrawn, 20 ml. was 
injected and this was continued alternately. At the 
commencement, the infant’s pulse rate was 126; 10 
minutes later it was 120. When 120 ml. of blood had 
been withdrawn and 100 ml. injected, the pulse 
suddenly became imperceptible. The infant was given 
0.5 ml. of Coramine (nikethamide), followed by 5 ml. 
of calcium gluconate, without response. In ali, the 
infant received 140 ml. of blood and had 140 ml. with- 
drawn. 

The bilirubin content of cord blood at birth was 5.0 
mg. %. Infant serum bilirubin level at the onset of trans- 
fusion was 3.48 mg. % and at death it was 0.8 mg. %. 

Examination of the maternal blood by the Alberta 
Red Cross showed that the mother was group O, Rh- 
negative, her genotype being cdE/cde.6 On April 17, 
1956, her serum was found to contain an anti-D antibody 
at titre 1:2 in saline and 1:8 in albumin at 37° C. 
Subsequent testing confirmed the presence of an in- 
complete anti-D at 1:8. 

The direct Coombs test done on the infant’s cord 
blood was strongly positive and initial tests indicated 
that the baby’s blood was group O, Rh-negative; possibly 
the mother’s anti-D had thoroughly blocked the cor- 
responding D antigen on the baby’s red cells. Sub- 
sequent testing showed the infant to be Rh-positive 
with probably genotype CDe/cdE. A specimen of the 
father’s blood was never obtained. This case illustrates 
that Rh antibody titres are not necessarily related to the 
severity of the case.® 

An autopsy, performed eight hours after death, showed 
the body to be that of a full-term male infant, measur- 
ing 36 cm. crown to rump, 52 cm. crown to heel, and 
weighing 3990 grams. 

A number of petechize were noted on the conjunctiva 
and occasional ones on the thymus, heart and liver. 

When the abdomen was opened, a massive hzemo- 
peritoneum was encountered (Fig. 1), with the re- 
covered clot in excess of 100 g. The blood was found 
to have come from a capsular tear on the posterior 
surface of the spleen 2 cm. in length and a small hema- 
toma was still present between the pulp and the splenic 
Te) (Fig. 2). The spleen weighed 45 g. (normal 
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_Fig. 1.—The abdominal cavity showing the enlarged 
liver and the hemoperitoneum encountered at autopsy. 


The liver weighed 360 g. (normal 118 g.), was dark 
purple in colour and showed no gross abnormalities 
aside from hypertrophy. 

The brain weighed 340 g. There was a small amount 
of dark blood on the superior surface of the cerebellum— 
approximately 4 ml. total. Gross sectioning also showed 
some streaks of dark blood in the ventricles. 

Microscopic examination showed generalized visceral 
hyperemia. A marked increase in the usual extra- 
medullary hematopoiesis of the spleen, liver and adrenals 
was present. Sections through the capsular rupture of 
the spleen showed no specific lesion of the pulp, aside 
from the marked hyperemia and _ erythroleukopoiesis. 


DISCUSSION 


The cases of Slotkowski and Hand‘ and those 
of Philipsborn, Traisman and Greer’ were the 
only instances of splenic rupture found in which 
the infants were erythroblastotic. Three of these 
infants received exchange transfusion, while the 
fourth died before therapy could be instituted. 
Gruenwald reports a case of Rhamy*® in which 
the spleen at autopsy weighed 185 g. and in 
which “the underlying condition was diagnosed 
by several experts either as _ erythroblastosis 
foetalis or leukzemia”. 

In Gruenwald’s* three cases of spontaneous 
rupture of the spleen, of which two were asso- 
ciated with hepatic laceration, all of the infants 
weighed in excess of 3200 g. He describes the 
liver of large infants as often being dispropor- 
tionately larger than normal, thereby forcing 
organs out of the hollow of the diaphragm at 
delivery or during artificial respiration. This mal- 
position would especially affect a large liver, 
even if the spleen were not enlarged. Erythro- 
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blastotic infants and infants of diabetic mothers 
most often show enlargement of the liver. 

Rupture of the spleen in Gruenwald’s cases, 
those of Slotkowski and Hand, and two of the 
cases of Philipsborn and his associates occurred 
near the phrenicolienal ligament. Gruenwald 
suggests that undue tension on the ligaments of 
the liver and the spleen at delivery forced these 
organs out of the hollow of the diaphragm. Due 
to their large size, this movement was more than 
the length of the ligaments would allow and the 
organs were ruptured near their ligamentous in- 
sertion. It is postulated that the increased move- 
ment of the enlarged liver places undue tension 
on the ligaments of the spleen, even when it is 
not enlarged. In erythroblastosis, an enlarged 
spleen is superimposed on these factors.* 

In contradistinction to the theory of Gruen- 
wald, the third case of Philipsborn showed rup- 
ture to be situated near the superior tip of the 
spleen, and it is postulated that marked hzmo- 
poietic activity and increased phagocytosis in 
an encapsulated organ may increase the tension 
to the point of rupture. Added to the weakening 
of the supporting structure which may occur 
in this illness, less intracapsular tension may be 
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’ Fig. 2.—The posterior surface of the spleen demonstrat- 
ing the tear in the capsule and the subcapsular hema- 
toma. 
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required to produce rupture than in a normal 
spleen.” 

A further possible factor is the haemorrhagic 
tendency,’ due to hypoprothrombinemia and 
increased capillary permeability, existing in ery- 
throblastosis foetalis, and also the marked reduc- 
tion in platelet count which has been frequently 
noted.’ 

After animal experiments, Philipsborn and his 
associates were unable to find any conclusive 
evidence that exchange transfusion plays any 
significant role in rupture of the spleen in ery- 
throblastotic infants. 


SUMMARY 


Reports of spontaneous rupture of the spleen in new- 
born infants are . briefly reviewed, and the possible 
mechanism of production of this condition is discussed. 

A case of spontaneous rupturé of the spleen, seen in 
an erythroblastotic infant who died during replacement 
transfusion, is reported. The infant showed evidence of 
marked extramedullary hematopoiesis associated with 
hepatosplenomegaly. 

Rupture of the spleen, in this case, occurred at the 
phrenicolienal ligament, consistent with one described 
mechanism of capsular rupture. 

An interesting incidental factor is the disparity be- 
tween the relatively low antibody titre demonstrated 
and the clinical severity of the haematological condition 
seen in the infant. 
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PROBABLE TRAUMATIC 
HAZMORRHAGE INTO THE 
RIGHT LABYRINTH 


SURGEON LIEUTENANT COMMANDER 
H. D. MacWILLIAM, R.C.N.* and 
SURGEON LIEUTENANT J. E. SCHINBEIN, 
R.C.N.(R),* Esquimalt, B.C. 


On Ocroser 5, 1956, a 23-year-old man was 
walking, and he stepped from the curb, slipped 
on his metal heel and fell, striking the right side 


*R.C.N. Hospital, H.M.C.S. Naden, Esquimalt, B.C. 
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of his head sharply against a metal lamp post. 
He was not rendered unconscious. He stated that 
he had no symptoms other than pain on the 
right side of his head. He went home and went 


to bed. 


On Saturday, October 6, 1956, he awakened and felt 
dull and lethargic and had a sharp headache. He 
stated that this had become worse by Saturday night. 
He watched television and said that his vision blurred 
so badly that he had to retire. On Sunday morning 
he awakened with the headache and dizziness, which 
he described as “himself falling forward” while the 
room remained stationary. He tried to pick up a piece 
of paper and fell forward on the floor. He returned to 
Sick Bay and was admitted to R.C.N. Hospital Sunday, 
October 7. He remained in a semi-conscious state Mon- 
day and Tuesday, mainly due to an excruciating head- 
ache and constant dizziness. His symptoms had largely 
disappeared on bed rest except for Sunday, October 14, 
when he had a constant ringing in the right ear which 
was dispelled by going to sleep that night. 

Past history—Convulsions in childhood. Brother is 
an epileptic. Personal family background is poor, with 
a broken home; otherwise negative findings. 

Examination.—Ears: Both canals clear. Drums are 
thickened from old scarring but otherwise essentially 
normal. No other abnormalities noted. Vestibular testing: 
Instillation of 4 c.c. ice water into the right ear ob- 
tained a hyperactive vestibular response within 22 sec- 
onds, and marked subjective dizziness with nystagmus 
to the opposite side occurring at 20 seconds and lasting 
2 minutes. This suggested a right hyperactive labryrinth. 

In the left ear, 4 c.c. ice water in 30 seconds caused 
normal vestibular response, beginning at 50 seconds and 
lasting 2 minutes. The Weber test was not conclusive. 
Rinne’s test showed air conduction greater than bone 
conduction in both ears. Romberg positive (usually fall- 
ing backward). ; 

Audiograms.—The right ear showed a normal air and 
bone conduction for all responses except a sharp fall-off 
of the high tones at 6000 and 8000 cps to 40 decibel 
loss. The left ear was esssentially normal. 

X-ray report.—Skull and mastoid plates were nega- 
tive for fracture and showed no other abnormality. 

Neurological opinion.—No major lesion; the neurolo- 
gist’s impression was that “symptoms could be due to 
right internal ear disorder”. It was felt that he had had 
a mild concussion for a few seconds following the 
accident. 


IMPRESSION 


In view of the negative findings on ear ex- 
amination and on x-ray, plus the hyperactive 
right labyrinth and a sharp fall-off of the high 
tones in the right audiogram, one would suspect 
right labyrinth hyperactivity due to irritation, as 
in traumatic hemorrhage into the right semi- 
circular canal. It is suggested that there had 
been a rupture of the internal vestibular artery 
or vein. 


TREATMENT 


The patient was given balancing exercises by 
the physiotherapist, with mild sedation and 
much encouragement to return to walking; on 
this regimen he gradually returned to normal 
after a six-week period. Audiogram taken six 
weeks after injury showed a partial return of 
hearing for higher tones in the right ear. 
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P-2DIATRIC EDUCATION 


The welfare of the child has naturally oc- 
cupied an important place in the activities of 
international health organizations, in view of 
the extremely high incidence of maternal mor- 
tality and morbidity in some parts of the world. 
In relation to these problems, one of the recent 
actions of the World Health Organization was 
to call together a study group on pediatric 
education with Professor Robert Debré of Paris 
in the chair, and representation from a wide 
variety of countries including the United King- 
dom and the United States but not Canada. 
This group examined the subject of pediatric 
education, or rather the education of under- 
graduates and graduates in the science and art 
of pediatrics. It is interesting to note that the 
recent publication of this report more or less 
coincided with a panel discussion at the recent 
meeting of the Canadian Pediatric Society in 
which the teaching of pediatrics came in for 
some constructive criticism. The WHO study 
group obviously had to consider two facets of 
peediatrics, namely the training of the family 
doctor to look after the younger members of his 
population, and the training of the specialist in 
pediatrics to act as a consultant in solving more 
difficult pzediatric problems. The group began 
at the outset by defining the objectives and role 
of pediatrics in medical education, being careful 
to point out that the subject is not a specialty 
limited to an organ system, to a technique or to 
a group of diseases, but is general medicine ap- 
plied to a specific period of life. Nevertheless, 
the child is not a miniature adult, and it is use- 
less to pretend, as has been done in the past, 
that a general course in internal medicine will 
meet the case. 
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In considering the content of teaching in 
pediatrics, the study group emphasized that a 
program of pediatric teaching should include 
not only study of the normal development of 
children and their nutrition, as well as their 
examination and treatment, but also the super- 
vision of the child in good health, the promo- 
tion of health and the prevention of illness, to- 
gether with other aspects of social pediatrics. 
There has been a tendency in the past for 
pediatrics to be split off rather sharply into two 
domains—the domain of the public health 
worker and the domain of the clinical specialist 
in pediatrics. The public health worker has 
encroached more and more into this field and 
there is perhaps a need for definition of the 
roles of the two in child care. 

The study group was undoubtedly right to 
maintain that in many areas of the world the 
time allotted to the teaching of pediatrics to 
the undergraduate is totally inadequate. They 
felt that it was impossible to do justice to the 
pediatric curriculum with fewer than 300 hours 
as a minimum, and noted that in one university 
the importance of pediatrics has been recog- 
nized by allotting it equal status with internal 
medicine in the first year of clinical instruction. 
Some, but not all, Canadian universities would 
appear to be aware of this, though shortage of 
children’s hospitals has handicapped internships 
in pediatrics. 

What is taught within the curriculum must of 
course vary with the part of the world con- 
cerned. At the recent scientific opening of the 
Winnipeg Children’s Hospital, Dr. Milton Senn 
commented on the changing aspects of 
pediatrics and remarked that the work of a 
children’s hospital—and by extension the work 
of pediatricians in general—must be related to 
the society in which they lived, and must change 
with that society. In addition, such factors as 
hospital insurance and government interest in 
health and welfare must modify the work of the 
pediatrician. 

The study group points out the extreme value 
of out-patient teaching and calls for the employ- 
ment of more experienced teachers in the out- 
patient department. This again is in line with 
what Dr. Milton Senn said, when he envisaged 
the growing importance of the out-patient de- 
partment in future pediatric teaching and care 
and a lessening of importance of in-patient work. 
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The teaching of pediatrics at the graduate 
and postgraduate level must obviously depend 
upon the needs of the particular area of the 
world involved. Here the problem to be solved 
will in each case involve the sharing of re- 
sponsibility between the general practitioner and 
the specialist pzediatrician. 

It is hard to predict whether the family doctor 
will abandon the younger members of the family 
to the pediatrician, or whether he will become 
a true family doctor and take responsibility for 
the care of normal children and the less severely 
ill, leaving the paediatrician to a consultant role. 
Pediatric education must depend to a great 
extent on this—or perhaps the reverse is true. 





Editorial Comments 
Aseptic MENINGITIS WITH RASH 


Since the recent identification of the group 
of viruses known as “Echo” viruses, evidence 
has accumulated to establish the causal relation- 
ship of some strains to human disease, especially 
aseptic meningitis.” * Several recent reports have 
implicated yet another member of this group in 
extensive outbreaks of aseptic meningitis.*-!° In 
these outbreaks the characteristic feature has 
been the appearance of a rubelliform rash in 
many of the cases. The similarity of the clinical 
picture in Canada and Europe and the isolation 
in several instances of a virus related to Echo 
Type 9 suggest that these outbreaks are caused 
by the same agent. 

The earliest reports of this clinical entity came 
in 1946 from Sweden where Gabinus"™ described 
an outbreak of meningo-encephalitis combined 
with a rubella-like rash. In 1948, Parry and 
Good"? described an outbreak of cases of aseptic 
meningitis which broke out in Hampshire, Eng- 
land, and in which rashes occurred. Covernton 
and Miles'* reported an epidemic from Port 
Augusta, Australia, in 1952 which fits into the 
clinical picture; however, the virus isolated has 
distinctive properties, and does not seem to be 
an Echo virus. “Boston exanthem” described by 
Neva, Feemster and Gorbach" is possibly closely 
related to the illness considered here, although 
-in Neva’s reported cases no meningeal signs 
were found. Numerous reports have come from 
England, where the disease appears to have been 
widespread over the past three years.-* 15 1 

An extensive outbreak of aseptic meningitis 
with rash occurred in Toronto in 1956, starting 
in July and continuing until September. This is 
the only outbreak so far reported from Canada."® 
At the same time the disease was widespread in 
England and Europe, including Sweden, 
Belgium, Holland, West Germany and Switzer- 
land. 
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The clinical picture of this entity is mainly 
one of aseptic meningitis. A biphasic illness has 
been a feature in many outbreaks. The chief 
characteristics of the major phase of the illness 
are abrupt onset, low-grade pyrexia, headache, 
neck rigidity, vomiting, rubelliform rash, and 
muscle pain. The rash is of a fine maculopapular 
nature, and occurs on the face, trunk, and ex- 
tremities; it has been noted on the palms and 
soles. A rash of this type was observed in as 
high as 43% of Toronto cases. It clears rapidly 
without vesiculation or scaling, although these 
features were noted in some cases in England. 
Lymphadenopathy is not a prominent feature. 
The illness is of short duration, the average 
being four to six days. In all outbreaks, recovery 
has usually been rapid and always complete, 
without paralyses or any other sequele. 

The incidence of the disease is highest in 
children under the age of 10 years, although 
cases have been reported in adults. All patients 
with a rash have been children. Dissemination 
appears to be by close contact, multiple cases 
occurring in the same household. Outbreaks 
occur mainly in the latter half of the year, July 
through November. 

The most significant laboratory findings are 
in the cerebrospinal fluid, and a marked pleocy- 
tosis has been described in all outbreaks with 
counts as high as 2000 cells per c.mm. An un- 
expected feature is the high neutrophil count, 
especially in the early stages of the disease. This 
is not reflected in the peripheral white cell count. 
Paul-Bunnell tests ‘are negative. Throat swabs 
yield a normal flora and urinalysis is normal. 
Cases recover spontaneously. 

A virus related to the prototype strain of Echo 
Type 9 has been isolated from several outbreaks. 
This virus, although neutralized by antiserum 
to Echo virus Type 9, has many characteristic 
features. Thus it has been recovered on many 
occasions from the cerebrospinal fluid. It is 
pathogenic for suckling mice, after several tissue 
culture passages. Histological examination re- 
veals a myositis resembling lesions caused by 
Coxsackie A viruses. This is at variance with the 
original description of Echo viruses which stated 
that “they fail to induce disease in infant mice”. 
However, this virus is not neutralized by anti- 
sera to any of the Coxsackie viruses known to 
produce cytopathogenic changes in monkey kid- 
ney epithelium.’’ HeLa cells are not susceptible 
to this virus and it is ether resistant. 

The use of the present-day highly sensitive 
tissue culture methods for isolating viruses has 
facilitated the correlation of the etiology of 
these various outbreaks in different parts of the 
world. Further serological surveys would give a 
clearer picture of the extent of virus dissemina- 
tion and previous infection. The mild nature of 
the recent outbreaks should not cause compla- 
cency, as Echo viruses have been associated 
with paralytic disease in some localities. Present 
evidence indicates that formalinized poliomyel- 
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itis vaccine is not protective against infection 
with Echo viruses,‘ and of course there is no 
reason why it should be, as there is no apparent 
antigenic relationship between the three types of 
poliomyelitis virus and the strains of Echo virus. 


M.C. 
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STROKE SURGERY 


What can the neurosurgeon do for the person 
with a stroke? The symposium held by the 
Sections of Neurology and Psychiatry of the 
Ontario Medical Association on May 30 sug- 
gested that there is a definite future for the 
surgery of certain forms of cerebral vascular dis- 
ease. Many of the audience must: have been 
agreeably surprised to hear an American neuro- 
surgeon remark that work in this field has gone 
further in Toronto than anywhere else in North 
America. This audience heard four papers in a 
symposium on “cerebral arteriosclerosis—carotid 
and basilar artery occlusion”. Dr. Andrew Park 
reminded them first of the anatomy and physi- 
ology and basic pathology of the cerebral 
circulation. Two neurologists, Dr. John Silver- 
sides and Dr. Henry Barnett, then described the 
diagnosis and treatment of occlusion of the 
basilar artery and carotid artery respectively. 
The symposium was brought to a triumphant 
finish by Dr. William Lougheed, who described 
experience in the surgical repair of these cases 
at the Toronto General Hospital. Since there is 
a field both for surgical treatment and for anti- 
coagulant treatment of these conditions, it may 
be of interest to review some of their features as 
brought out in the symposium. 

Speaking of basilar artery occlusion, Dr. 
Silversides remarked that the little stroke or 
“strokelet” used to be explained, without good 
evidence, on the basis of spasm of the artery, 
whereas the concept now was of insufficiency. 
Brief episodes of transient basilar artery oc- 
clusion can now be identified clinically. Symp- 
toms include a profound general weakness, 
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vertigo, hemiparesis, and involvement of cranial 
nerve nuclei. Transient episodes may recur or 
may be the harbingers of a more catastrophic 
event. They do not necessarily leave any per- 
manent neurological deficit, but may often lead 
to a cumulative incapacity. 

The mechanism of these episodes is still quite 
unknown, though it has been suggested that 
changes in blood pressure may act upon a 
damaged artery to produce these episodes. The 
interesting thing is that patients often respond 
dramatically and immediately to anticoagulant 
therapy, and that therefore anticoagulants must 
have some effect on the condition other than an 
action on blood clot. Instead of daily doses of 
oral anticoagulants such as phenindione, it may 
be possible to use heparin subcutaneously at 
longer intervals in the long-term treatment of 
this type of lesion. Dr. Barnett, speaking of 
carotid artery occlusion, menticned that the 
incidence was comparatively high. Thirty-two 
cases had been discovered at the Toronto Gen- 
eral Hospital in 18 months, because the staff 
were more aware of the diagnosis. This condi- 
tion was comparatively common in the middle- 
aged, and in autopsy series had been found in a 
percentage as high as 6.5% of all cases. The 
internal carotid artery may be occluded by 
atheroma, giant-cell arteritis, “pulseless disease”, 
and trauma. The commonest sites are the carotid 
sinus or the bifurcation of the internal carotid, 
and most occlusions start in the neck. The clini- 
cal picture is variable and not at all character- 
istic. There may be a catastrophic hemiplegia of 
sudden onset or a progressive hemiplegia. A 
rapid sudden fall in blood pressure, as after a 
hemorrhage, may precipitate the disaster. The 
most interesting manifestation of carotid artery 
occlusion is the stuttering case in which exacer- 
bations and remissions occur over a period of 
days, weeks, or even months. Symptoms may be 
variable and may include such conditions as 
focal fits, unilateral visual loss or even dementia. 
Discussing the diagnosis of this condition, Dr. 
Barnett laid stress on the need for a very careful 
physical examination. Neurology is perhaps the 
only branch of medicine in which the physical 
examination is still of paramount importance. 
Bruits and thrills may be observed in the neck 
or over the head. The pulses should be felt over 
the facial artery, in the neck and in both arms. 
Horner’s syndrome may occur or there may. be 


-blindness in one eye, or there may be carotid 


sinus symptoms such as syncope. As an aid to 
diagnosis, angiography has been used with not 
more than 3-5 c.c. of thorotrast. Out of 50 cases 
angiographed in Toronto, only two have shown a 
reaction in any way alarming. - 

Again, the therapeutic measure of most inter- 
est to everyone at the moment is the use of 
anticoagulants, partly to preserve the patient’s 
collateral circulation. This should not be done in 
severe hypertension. 
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Dr. Lougheed then took up the tale, pointing 
out that the logical treatment for internal carotid 
occlusion was restoration of the anatomical 
patency of the artery. Patients must be selected 
with care, the most rewarding being those with- 
out a permanent hemiplegia. The stenosed and 
thrombosed segments of the artery must be re- 
moved and if the gap to be repaired amounts 
to over three-quarters of an inch, a graft must 
be inserted. If the gap is less, end-to-end 
anastomosis may be sufficient. Dr. Lougheed 
showed statistics for ten cases in which this 
procedure had been carried out at the Toronto 
General Hospital. Out of five cases where the 
occlusion had not extended intracranially and in 
which a retrograde flow of blood was therefore 
present, operation left the patient with only a 
minor deficit in four, while the fifth patient died. 
Of the other five patients in whom the oc- 
clusion had extended intracranially, one had 
died and four had a persisting hemiplegia. It is a 
rather surprising finding at operation that the 
artery above a stenosed section is normal and 
not arteriosclerotic. 


These excursions of surgery into an otherwise 
depressing field are profoundly interesting and 
will be followed with close attention. In the 
meantime, as one speaker suggested, the para- 
mount need in all these conditions is to direct 
attention to research into the basic pathological 
processes involved in thrombosis. 





LE MEDECIN EN TANT QUE VOYEUR 


N’avez-vous jamais été frappés par le nombre 
et la qualité des contributions aux arts plastiques 
qua fait la profession depuis des années? Les 
entrées au salon des médecins de notre Associa- 
tion ne fait que continuer une tradition qui re- 
monte déja loin. Ceux d’entre nous qui appar- 
tiennent a la génération dhier se rappellent 
certainement cette charmante petite revue artis- 
tique dont le cété publicitaire était toujours 
discret et dont les pages contenaient en plus de 
nombreuses reproductions de toiles des grands 
maitres des contributions plus modestes, presque 
_ toujours d'une bonne inspiration et d'un gout 
sur de nos confréres frangais.1 Le médecin ama- 
teur d'art pictural est une personnalité bien 
connue. Plusieurs membres de notre profession 
comblent leurs loisirs des joies de la création 
artistique, en dessin, peinture et sculpture. La 
photographie combinant a la fois certains aspects 
scientifiques a un mode d’expression plastique, a 
de nombreux adeptes. I] est intéressant de consta- 
ter que si lon peut compter la plupart de nos 
membres parmi le grand public cultivé, nous 
semblons avoir un penchant pour les arts plasti- 
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ques comme exécutants de préférence a la 
musique, au théatre ou a la poésie. Nos collégues 
psychiatres prétendent avoir la résponse a ce 
probléme en affirmant qu’au fond de tout médecin 
se trouve un voyeur. C’est le méme instinct qui 
pousserait le docteur en vacance 4 installer son 
chevalet 4 lendroit propice, que celui qui len- 
gage dans son laboratoire 4 approcher son ceil de 
Yoculaire du microscope pour examiner une 
coupe histologique. Ne parlons pas de Ioculaire 
du cystoscope, ce qui pourrait vous amener trop 
loin! Que penser du passe-temps fort innocent et 
non dépourvu dagrément que pratiquent nos 
collégues anglosaxons—le “bird watching”—qui 
consiste 4 observer dans leur habitat, sans leur 
nuire, les oiseaux de nos bois? 

Que cette interprétation freudienne soit la 
bonne ou non, nous devons nous réjouir de cet 
état de chose. En effet la médecine serait elle 
arrivée au niveau de perfection quelle a atteint 
si les médecins n’avaient su se servir de leurs 
yeux? L’auscultation médiate est de date rela- 
tivement récente comparée aux observations en- 
registrées depuis des siécles sur l’apparence des 
maladies et des malades. Avez-vous déja songé 
au réle que joue la vision dans le diagnostic? 
Combien de fois vous faites-vous une impression 
clinique—souvent mal!lgré vous, voire méme a 
Tencontre de votre méthode scientifique—des 
que vous apercevez le malade? L’importance de 
la vision ne sarréte pas au diagnostic—le doigté 
du chirurgien ne péserait pas lourd sans lacuité 
de son coup dceil—témoins nos ainés que la 
cataracte ou la réfinite forcent a prendre leur 
retraite. Que cette vision ne sexerce pas unique- 
ment a la découverte de lésion pathologiques, 
mais quelle trouve aussi une satisfaction dans 
la contemplation et la reproduction des beautés 
de la nature, refléte ’humanisme de notre pro- 
fession. Le médecin qui sait admirer la Nature 
comprendra mieux la nature humaine. L’ambi- 
valence médicale fondée sur lart et la science 
loin de nuire au bon fonctionnement de la pro- 
fession doit au contraire lenrichir. 

Puissent les formes et les couleurs perpétuer 
leur inspiration chez les membres de notre pro- 
fession. Gardons les yeux ouverts, dans plus d'un 
sens, afin de continuer a voir les choses en face, 
car, a linstar de l’autruche, ce n’est pas en dé- 
tournant les yeux que lon peut supprimer un 
état de chose répréhensible. Lorsque la Vérité 
sort toute nue du puits, regardons la bien, méme 
au risque de mériter l’épithéte psychiatrique que 
nos collégues nous appliquent. 
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SILICONES FOR DIAPER RASH 


About a year ago Kahan and his colleagues of 
New York made a study of a new emulsion contain- 
ing silicones 3%, glyoxy] diureide 0.2% and hexachlora- 
phene 0.25% (Baby Silicare) as an effective topical 
or prophylactic remedy in diaper rash. They used 
this product on 577 infants ranging from birth to 18 
months of age with gratifying results, finding the 
preparation cosmetically acceptable, pleasant in use, 
efficacious and relatively free from side-reactions. In 
Archives of Pediatrics (74: 47, February 1957) 
Kaessler of New York reports a further study in 
which the silicones were used in a fine talc base 
(Baby Silicare Powder). The product is moisture- 
repellent, mildly keratolytic and bacteriostatic. They 
studied 255 infants, most of whom were in a home 
for retarded infants and young children. The test 
powder was used to prevent diaper rash in 127 cases 
and to treat severe inflammation of the diaper area 
in 84. Some of the infants had been previously 
treated with other preparations without success. The 
study continued for three months. The test product 
cleared all of 84 cases of inflammation, as against 
only 80.9% cleared up by control methods. The 
powder was also effective in the majority of those 
infants and children on whom it was used prophylac- 
tically. The preparation is non-toxic and non-sensitiz- 
ing and appears a desirable protective cover for all 
types of diaper rash. 


AORTIC ANEURYSM 


With more ingenious and daring techniques, 
grafting of the aorta has superseded all former 
methods of dealing with aneurysms such as wrap- 
ping, wiring or ligation. In Circulation (15: 483, 
1957) Roberts, Danielson and Blakemore of 
the University of Pennsylvania report on 2 series 
of 101 cases seen between January 1950 and 
January 1956. There were 65 cases of abdominal 
aneurysm against 36 cases of thoracic aneurysms. Of 
the 52 patients tested for the Wassermann reaction 
in the first group, only three had a positive serology. 
Thirty patients of the same group were operated 
upon with 10 postoperative deaths and a total of 
11 deaths after one year as opposed to 19 among 
those not operated on (35 patients). In the thoracic 
group, of the 30 patients tested, 18 had a positive 
Wassermann. Ten of this group were operated upon, 
with five postoperative deaths and a total of six 
deaths at the end of one year, as opposed to 14 
deaths in the 26 patients left to themselves. 

It is interesting to note that pain was the most 
common symptom in both groups. However, there 
were 16 patients with abdominal aneurysms and 13 
with thoracic lesions who were asymptomatic. The 
lower proportion of thoracic lesions as compared to 
abdominal ones is not only due to better treatment 
of syphilis but, according to the authors, represents 
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an absolute increase in the number of abdominal 
lesions probably due to a larger elderly population. 

Although the postoperative mortality is quite 
high, the natural prognosis of the disease is even 
worse. In cases of abdominal aortic aneurysms, 
approximately one-third of the patients die within 
a year after diagnosis is established and four-fifths 
are dead within five years. With increased expe- 
rience and better technique the postoperative mor- 
tality will probably diminish in the near future. The 
most difficult problem in dealing with the repair 
of thoracic aortic aneurysms is the temporary occlu- 
sion of the aorta which is very poorly tolerated at 
that level. Even dissecting aneurysms whose prog- 


_ nosis was hitherto uniformly fatal can now be surg- 


ically attacked with some hope of success. 


IRON AND COBALT IN PREGNANCY 


It has been suggested from isotope studies that 
there may be some interference with the utilization 
of iron during pregnancy. Holly of the University 
of Nebraska (Obst. & Gynec., 9: 299, 1957) studied 
this question in 238 pregnant women. He found a 
mean decrease of 1 g. % in hemoglobin value and 
2% in hematocrit in 59 control patients during preg- 
nancy, with a corresponding drop in serum iron and 
rise in erythrocyte protoporphyrin. When iron sup- 
plements were given (ferrous gluconate, ferrous 
sulfate) for an average of 14 weeks, haemoglobin 
value rose by 0.5 g. % and hematocrit by 2%. Serum 
iron remained normal. When iron and cobalt were 
given in a dose calculated to provide 45-60 mg. of 
cobaltous chloride and 180-240 mg. of iron (in the 
preparation Roncovite), haemoglobin value rose by 
1 g. % and hematocrit by 3%. Again serum iron and 
erythrocyte protoporphyrin remained normal. Haema- 
tologically, the patients given iron and cobalt were 
more satisfactorily equipped for labour than those 
given iron or nothing at all. 

It would seem that iron utilization is delayed or 
suppressed in some pregnant women, but that com- 
bined use of iron and cobalt maintains normal mar- 
row function and supplies adequate amounts of 
iron. No serious toxic symptoms due to the iron and 
cobalt preparation were observed. 


THE NORMAL WHITE CELL COUNT 


As a result of studies of the normal white cell 
count in the blood of 135 healthy German police- 
men and some_ university students, Kuhnke 
(Deutsche. med. Wchnschr., 82: 773, 1957) suggests 
that the figures for the total leukocyte count and 
the differential count in normal persons have 
changed considerably in Germany in recent years. 
He set the limits of normal in his study as figures 
comprising 95% of all values found. The total white 
cell count ranged between 3500 and 8400 per 
c.mm. Eosinophils made up between 0.25 and 6%, 
stab cells between 0.5 and 4.75%, neutrophils be- 
tween 42.25 and 65%, lymphocytes between 21.5 
and 45.5%, and monocytes between 2.75 and 11%. 


(Continued on advertising page 40) 
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REVIEW ARTICLE 


A REVIEW OF CALCIUM AND 
PHOSPHORUS METABOLISM 
PART II: HYPOCALCAEMIA 


H. Z. HOLLINGER, M.D., C.M.* and 
C. J. PATTEE, M.D., C.M.,t Montreal 


THIS IS THE LAST in a series of review papers** °° 
dealing with calcium and phosphorus metabol- 
ism. Since the discussion of the causes of hyper- 
calcemia®’ was completed with a review of 
primary hyperparathyroidism, for the sake of 
continuity secondary hyperparathyroidism result- 
ing from hypocalcemia will be discussed. 
The outline below will be followed. 


I. SECONDARY HyYPERPARATHYROIDISM 
A. (1) Congenital 


malies, 

(2) Occasionally in pituitary eosino- 
philic and basophilic tumours. 

(3) From any cause producing a long- 
standing tendency to  hypocal- 
ceemia, 

(4) In Paget’s disease, multiple mye- 
loma and_ secondary malignant 
metastases in bone. 

B. Renal Rickets (Renal Osteitis Fibrosa 

Generalisata ) 

(a) Pathogenesis 

(b) Treatment 

C. Renal Acidosis with Osteomalacia 

(a) Pathogenesis 

(b) Treatment 

D. Fanconi Syndrome 
(a) Pathogenesis 
(b) Treatment 


genito-urinary ano- 


II. Primary AND IDIOPATHIC 
HyYPOPARATHYROIDISM 


A. Etiology and Pathogenesis 
B. Signs and Symptoms 
(1) Tetany—latent and acute forms 
(2) Skin, central nervous system, blood 
and bone changes 
C. Differential Diagnosis 
(1) Other syndromes associated with 
tetany 
(a) Secondary hyperparathyroid- 
ism 
(b) Pseudohypoparathyroidism: 
(i) Etiology and pathogenesis; 
(ii) Signs and symptoms; (iii) 
Treatment. 
(c) Electrolyte disturbances 


*Research Fellow, Clinical Investigation Unit, Queen Mary 
Veterans Hospital, Montreal. 

7Director, Clinical Investigation Unit, Queen Mary’ Vet- 
erans Hospital, Montreal. 
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(d) Vitamin D and/or calcium de- 
ficiency: (i) In diets; (ii) In 
gastro-intestinal disorders of 
malabsorption; (iii) In preg- 
nancy and lactation. 

(2) Pseudo Pseudo Hypoparathyroid- 


ism 


Ill. Terany—as a result of electrolyte disturb- 
ances 


I. SECONDARY HyYPERPARATHYROIDISM 


A. Secondary hyperparathyroidism was prob- 
ably first noted by MacCallum in 1905 in a pa- 
tient with nephritis, and Erdheim in 1906 de- 
scribed similar findings in a case of rickets. The 
most common cause of this condition is chronic 
long-standing renal disease due to congenital ano- 
malies of the genito-urinary tract, pyelonephritis, 
pyonephrosis and glomerulonephritis. It has also 
been reported in the occasional case of pituitary 
basophilic and eosinophilic tumours, and in 
cases in which pituitary tumours were associ- 
ated with islet cell enlargement of the pancreas, 
from any cause producing a long-standing tend- 
ency to hypocalcemia, in Paget’s disease, mul- 
tiple myeloma or in secondary malignant bone 
metastases. In the latter, the cause is unknown. 
When hypocalcemia occurs, or when hypocal- 
cemic tendencies are present due to a poor cal- 
cium intake, in pregnancy or lactation, para- 
thyroid hyperplasia develops in an attempt to 
raise the serum calcium level. 

Pathologically, the glands are diffusely en- 
larged and hyperplastic. Adenomata are rare. 
Castleman and Mallory’ in 1935 described a de- 
crease or absence of the intercellular fat tissue, a 
rarety of mitoses, and the predominance of nor- 
mal-sized chief cells, more oxyphil cells than 
one would expect for the age of the patient and 
an increase in the number of wasserhelle (water 
clear) cells (containing much glycogen). Occa- 
sionally the glands may be smaller than normal 
and yet they are overactive. It may be that the 
fat content is decreased and replacement occurs 
with epithelial cells. 


The two main causes of secondary hyperpara- 
thyroidism are in chronic renal disease in which 
renal function impairment or insufficiency may 
be present. These two causes are: (a) “tubular 
disease with associated glomerular disease” in 
which there is retention of phosphate as well as 
other acid radicals, and (b) “tubular disease 
without glomerular malfunction” and without 
phosphate retention. 


B. RENAL RICKETS 
(a) Pathogenesis 


In cases with tubular and glomerular diseases 
both present, one finds a retention of non pro- 
tein nitrogen, phosphate, sulphate, a normal to 
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low serum calcium, severe acidosis with a low 
CO, combining power and either a high chloride 
or a low serum sodium level. There is a de- 
creased ability to conserve base and hence a 
more alkaline urine with an increased excretion 
of potassium, sodium and calcium. If much po- 
tassium is lost, the signs and symptoms simulat- 
ing familial periodic paralysis with low voltage 
T waves in the electrocardiogram may develop. 
Phenolsulfonphthalein excretion is impaired; 
anzemia and high serum phosphatase are present. 
Secondary calcifications in the lung, gastric mu- 
cosa, kidney tissues, an increased tendency to 
develop Monckeberg’s medial sclerosis and occa- 


sionally calcium deposits about the joints, may -: 


also be observed. With the phosphate retention 
and the supersaturation with respect to the cal- 
cium times phosphorus product, there cannot be 
much delay in calcium precipitation. Ultimately 
bone disease develops in adults indistinguishable 
from osteitis fibrosa generalisata. In 1936, Al- 
bright prefixed “renal” to the osteitis fibrosa 
generalisata. 

In children, in addition to the usual bone 
alterations, there are epiphyseal changes with 
slipping of the epiphyses which radiologically 
look like rickets, and thus in children the condi- 
tion was called renal rickets or dwarfism (because 
growth was affected). Albright, Drake and Sul- 
kowitch’ showed that microscopically the epiphy- 
seal changes were not the same as in true 
rickets. It was also noted that primary hyper- 
parathyroidism in children does not result in 
slipped epiphyses. 

The stages in this type of renal disease seem 
to be an increased urinary calcium excretion be- 
cause of the acidosis which leads to a lowered 
serum calcium level; the increased phosphate re- 
tention also leads to a lowered serum calcium, 
which in turn increases parathyroid activity re- 
sulting in an increased tendency to excrete phos- 
phorus. The Jatter- cannot be accomplished be- 
cause of glomerular disease. A direct effect on 
bone reabsorption is exerted by the parathyroid 
hormone, tending to elevate the serum calcium 
and thereby increasing the plasma phosphate 
even more. Ingalls, Donaldson and Albright’ in 
1943 confirmed the work of previous investiga- 
tors.*“° In nephrectomized dogs, it was shown 
that parathyroid hormone does have a direct de- 
calcifying action on bone aside from the seem- 
ingly direct action on the kidneys to excrete 
phosphate.** This has recently been confirmed 
by Grollman.’ If one believes only in the renal 
action of parathyroid hormone, then the secon- 
dary hyperparathyroidism need not cause the 
bone changes but may be explained purely on 
the basis of the acidosis which results in in- 
creased bone reabsorption. 


(b) Treatment 


Because of the deranged electrolyte levels with 
phosphate retention, nephrocalcinosis or nephro- 
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lithiasis may occur. Therapy consists in over- 
coming the acidosis and in decreasing the phos- 
phate intake. Sodium citrate, 2-3 g. orally four 
times a day, increases the CO, combining power 
of the plasma. Citric acid can be added to the 
sodium citrate to increase intestinal acidity and 
so increase the absorption of calcium. The rela- 
tive shift, however, towards alkalinity in the 
presence of a high serum phosphorus and low 
serum calcium levels may be sufficient to pre- 
cipitate tetany. According to Albright and 
Reifenstein, this is more theoretical than real. In 
addition to a high calcium and low phosphorus 
diet, a calcium salt such as calcium gluconate 
(about 5 g., three times a day) should be given 
orally with at least 50,000 units of vitamin D. On 
such a regimen the bone lesions improve and 
one may see x-ray evidence of healing within 
2-3 months. Unfortunately, the renal disease and 
the anzmia remain. The nephrocalcinosis or 
nephrolithiasis are corrected when the acidosis is 
overcome by therapy and need never recur, pro- 
vided future episodes of acidosis which increase 
the urinary calcium excretion are prevented. 


C. RENAL AciDosis WITH OSTEOMALACIA 

(a) Pathogenesis 

In tubular dysfunction without glomerular dis- 
ease, the renal acidosis leads to an osteomalacia. 
In this condition, because of a presumably defec- 
tive ammonium ion formation, an excess of 
sodium, potassium and calcium cations is ex- 
creted, the urine titratable acidity falls, and the 
plasma CO, combining power decreases. As a 
result of the decreased serum calcium concentra- 
tion, the parathyroid glands are stimulated and 
urinary phosphate excretion increases. The net 
result is a low serum calcium and phosphorus 
concentration. Because of these low concentra- 
tions, a calcification of bone occurs and osteo- 
malacia primarily develops. Ultimately increased 
stresses and strains will be placed upon the 
skeletal system, with the result that the alkaline 
phosphate level will rise. In this type of renal 
disease nephrolithiasis or nephrocalcinosis is 
much rarer because the blood levels of these 
electrolytes about the renal tubules are relatively 
low. 


(b) Treatment 


The treatment here is to make up for base lost. 
Thus one can provide the patient with sodium 
citrate, sodium lactate and/or calcium gluconate, 
and if the plasma potassium is low, potassium 
citrate may be given. Oral citric acid will, by 
tending to lower the pH of the intestinal tract, 
increase calcium absorption. Hence a combina- 
tion of 140 g. of citric acid and 90 g. of sodium 
citrate is dissolved in one litre of water and the 
patient is required to take 50-100 c.c. of this 
mixture daily. As for the bone lesions, 50,000 
units of vitamin D should be given daily and 
about 5 g. of calcium gluconate three times a 
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day. Once the osteomalacia has been corrected, 
one need only give alkali to overcome the 
acidotic tendency and osteomalacia will not 
recur. 

The reader is referred to an interesting review 
of this syndrome by Schreiner, Smith and Kyle.* 


D., FANCONI SYNDROME 
(a) Pathogenesis 


The Fanconi syndrome,* '’ described in 1936 
and 1946, presents a different sequence of events. 
Fanconi described in children a syndrome with 
a hereditary tendency frequently accompanied 
by a family history of consanguinity, impaired 
growth and renal glycosuria. The urine is per- 
sistently alkaline and shows albuminuria, an in- 
creased amount of organic acids, ammonia, phos- 
phorus and calcium, but no azoteemia. There is a 
marked hypophosphatemia without hypercal- 
cemia, rickets, a lowering of the blood bi- 
carbonate, and degenerative changes in the renal 
tubular epithelium where certain substances of 
the glomerular filtrate fail to be reabsorbed. 

McCune et al.'' analyzed the urine of such 
patients and found that 829 were amino acids, 
11% lactic acid, and 7% beta-hydroxybutyric 
acid. He and Cooke thought that a connection 
might exist between the glycosuria and the hy- 
perphosphaturia, and that glucose was not re- 
absorbed because of failure of its phosphoryla- 
tion. The osteomalacia is said to be due to the 
low serum calcium and phosphorus, and _ the 
hyperphosphaturia to secondary hyperparathy- 
roidism. The high urinary concentration of beta- 
hydroxybutyric acid is explained on the basis of 
the glycosuria which results in a ketosis. 

In 1946 Fanconi stated that he thought the 
increased amino acids in the urine might be 
due to a failure in the body to deaminate ‘oxi- 
datively’ amino acids, thus giving rise to an ex- 
cess of amines. These, spilling over into the urine, 
might account for the alkalinity. An alkaline 
urine is not, however, a constant feature of this 
syndrome. 

In some cases an associated cystinosis is 
ohserved with a deposition of cystine in the 
liver, spleen, kidneys and lymph nodes. In other 
cases there is no tissue deposition because the 
kidneys can adequately rid the body of an 
excess of this particular amino acid. Dent in 
1946 described a seemingly adult form of the 
. Fanconi syndrome in which by paper chroma- 
tography he could quantitate the increased 
amino acid excretion. Roentgenograms of such 
patients revealed osteomalacia and pseudo-frac- 
tures. There was a glycosuria without a hyper- 
glycemia, a high ammonia concentration in the 
urine, an increased alkaline phosphatase with a 
normal serum calcium and a low phosphorus 
level. The amino acid level in the plasma of 
these patients was normal. There was a lowered 
renal threshold for amino acids and this was 
independent of the protein intake. It seemed to 





~ 


. Review ARTICLE: CA AND P METABOLISM 47 


be directly related to the glycosuria. There was 
no excess cystinuria. He differentiated therefore 
two types of amino-diabetes, those in which the 
blood levels were high and the threshold was 
normal as in acute yellow atrophy of the liver, 
and the renal type where the blood levels were 
normal but the threshold was low. Hence, many 
types of amino-aciduria can exist and there may 
or may not be a cystinuria. Hypercystinuria can 
of course exist by itself. 

In this type of acidosis with a low CO, com- 
bining power, due to loss of amines, amino acids 
and calcium, and a ketosis due to the glycosuria, 
the tubules are working overtime trying to con- 
serve base by increasing the production of am- 
monia and hydrogen ions. Because of the excess 
loss of phosphorus and calcium, the plasma 
levels tend to fall, creating a deficiency of these 
two cations and so an increased tendency to- 
wards osteomalacia. 


(b) Treatment 


Therapy consists in attempting to overcome the 
acidosis by increasing the alkali intake and by 
giving calcium and vitamin D. In these patients, 
contrary to renal rickets, one does not reduce 
the phosphorus intake and its absorption; in 
fact, a high phosphorus intake is encouraged. 


II. PRIMARY AND IDIOPATHIC 
HyYpoPpARATHYROIDISM 


It is now fitting to turn to another important 
cause of hypocalezemia—“hypoparathyroidism’. 


A. Etiology and Pathogenesis 


Tetany as a result of parathyroidectomy was 
named and described by Corvisart in 1852, and 
MacCallum and Voegtlin proved that hypocal- 
czemia was responsible for the twitchings and 
other manifestations. 

“Primary hypoparathyroidism” due to infec- 
tion, hemorrhage or congenital deficiency is very 
rare and most cases are secondary to a partial 
thyroidectomy. Occasionally in thyroid opera- 
tions, the parathyroids may be damaged or only 
one or two of the 2-10 glands which may 
normally be present are left. A temporary hypo- 
parathyroidism develops, but usually 2-3 months 
later the damaged glands regenerate or the re- 
maining normal ones hypertrophy so that normal 
calcium and phosphorus levels in the serum are 
maintained. 

In 1939, Drake et al.‘* reported on four cases 
of idiopathic hypoparathyroidism. At autopsy, 
the glands in one case appeared normal, but 
in the microscopic examination the epithelial 
cells seemed to be largely replaced by fat cells. 
Castleman and Hertz’ described a case of pituit- 
ary fibrosis with myxoedema, in which the epi- 
thelial cells of the parathyroid glands were 
greatly diminished and replaced by fat tissue. 
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However, in frank hypopituitarism evidence of 
hypoparathyroidism is rare, and it is the belief 
of many including Albright and Reifenstein that 
idiopathic hypoparathyroidism is not due to a 
lack of some tropic hormone. Sutphin, Albright 
and McCune” reported five cases of idiopathic 
hypoparathyroidism of which three were in 
siblings in whom moniliasis seemed to have pre- 
ceded the onset. Talbot, Butler and MacLach- 
lan,!’ in their description of the effects of testos- 
terone on the mineral, nitrogen and carbohy- 
drate metabolism of a girl with Addison’s dis- 
ease, found that hypoparathyroidism and moni- 
liasis were also present. 


Bakwin'* wondered if the convulsions in in- -: 


fants might not be due to a parathyroid defici- 
ency. Friderichsen'® reported a case of hypo- 
parathyroidism in a newborn infant whose 
mother had hyperparathyroidism, the inference 
being that in intrauterine life the fetal glands 
became atrophic. 

An analysis of 52 patients with the clinical 
syndrome of idiopathic hypoparathyroidism 
has_ recently been reviewed by Steinberg 
and Waldron.*”? They accept the criteria pre- 
viously established by Drake et al.:1* a low 
serum calcium level, high serum phosphorus, 
normal renal function, normal radiographs of 
bones and chronic tetany. However, they in- 
cluded several minor reservations: that the 
serum phosphorus level be above 5 mg. % in 
adults and above 7 mg. % in patients under 15 
years of age, and that the clinical course be not 
characterized by chronic diarrhoea. 

The coincidence of idiopathic hypoparathy- 
roidism and chronic adrenal insufficiency (Addi- 
son’s disease) has been reported in three pre- 
vious papers to our knowledge. Only one of 
these, reported by Leonard*! in 1946, would 
seem to have been sufficiently documented to 
make the diagnosig certain. The other two cases 
probably represented combined parathyroid and 
adrenal insufficiency but cannot be accepted un- 
equivocally. The first case (Case 3) reported by 
Sutphin, Albright and McCune™ was in a 12- 
year-old boy with hypocalczemia and tetany who 
subsequently showed pigmentation, hypotension 
and weight loss. The patient ultimately expired. 
There was no documented hyperphosphatzmia 
(above 5 mg. %) and adrenal function could 
not be studied. There was no autopsy. The sec- 
ond case of an 8-year-old girl reported by Tal- 
bot et al.’7 had well-demonstrated hypoadrenal- 
ism as well as hypoparathyroidism, but the de- 
tails of the latter were not reported and could 
not be evaluated. 

Leifer and Hollander”® in 1953 reported on a 
case in which autopsy studies revealed complete 
fibrosis of the adrenal cortices and total absence 
of the parathyroid glands. There was no history 
of tuberculosis and a search for tubercle bacilli 
proved negative. In this case, the symptoms of 
hypoparathyroidism were relieved for about four 
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weeks following the onset of adrenal insuffici- 
ency. It was not certain whether the subsidence 
of symptoms was because of vitamin D therapy 
or the adrenal insufficiency per se. It has been 
reported on occasion that adrenal steroids have 
a possible serum calcium lowering effect.** **-*5 
This patient developed a Salmonella panama 
infection, steatorrhoea and gallstones. The latter 
may well have been secondary to the Salmonella 
panama infection of the biliary tract in view of 
the earlier positive duodenal drainage cultures. 

Albright and Reifenstein feel that there seems 
to be a tendency for idiopathic hypoparathyroid- 
ism to be associated with Addison’s disease. 

Cataracts are a common complication of hypo- 
parathyroidism but seem to be related to the 
hypocalceemia and tetany, as they are seen occa- 
sionally in cases of steatorrhoea where hypopara- 
thyroidism need not be associated. 

Symmetrical, bilateral, punctate calcifications 
of the basal ganglia are not uncommon findings. 
Eaton and Haines” and Siglin et al.** reported 
basal calcifications after postoperative parathy- 
roid deficiency. They consider that in hypopara- 
thyroidism the calcifications are evidence of 
supersaturation of the body fluids with calcium 
phosphate. 

Barr, MacBryde and Sanders** reported that 
bizarre manifestations of increased intracranial 
pressure with bilateral choked discs can occur, 
and when associated with convulsions may be 
misdiagnosed as a brain tumour. Grant in 
1953 reported on three cases of papilloedema and 
fits in hypoparathyroidism.*® Papilloedema is rare. 
The cause is not known but a raised cerebro- 
spinal fluid pressure is frequently associated 
with the choked discs. Whether tissues deprived 
of calcium became hydrophilic has not as yet 
been settled. 

Emerson, Walsh and Howard*’ reported on 
two cases of idiopathic hypoparathyroidism, and 
Learner and Brown*! described patients with 
multiple ectodermal lesions in chronic hypopara- 
thyroidism. Their patients presented with dry, 
coarse and scaly:skin; the hair was thin, prema- 
turely grey and patchy on the head, and absent 
in the axillary and pubic regions. The eyelashes 
and eyebrows were scanty. The nails looked 
atrophic with transverse ridging and showed 
changes suggestive of a moniliasis. However, 
these signs many be seen in cases of long- 
standing hypocalcemia. To date some fifty-odd 
cases of idiopathic hypoparathyroidism have 
been reported. Salvesen and Boée*’ reported on 
two cases, one of which had idiopathic steator- 
rhoeea, thought to be due to a monilia infection of 
the gastro-intestinal tract. Collins-Williams** re- 
ported on a 6-year-old boy who had idiopathic 
hypoparathyroidism with papilloedema, moniliasis 
and the coeliac syndrome. He stated that 22 pre- 
viously reported cases of papilloedema were asso- 
ciated with hypoparathyroidism, and that seven 
of these previously reported cases had moniliasis. 
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If hypoparathyroidism is present prior to the 
development of the teeth, aplasia or hypoplasia is 
seen. The roots are blunted due to acalcification. 
The acalcification is explained on the basis that 
the plasma calcium times phosphorus product, 
while slightly above normal, has not reached a 
high enough value locally at the site of bone 
deposition to be precipitated in sufficient 
amounts on the newly formed matrix.** Indeed, 
those cases in which osteomalacia is present can 
be explained on this basis. However, the satura- 
tion seems sufficient for precipitation in other 
tissues such as the basal ganglia. 

In many cases of hypoparathyroidism, the 
bones show a greatly increased density instead 
of osteomalacia and it would be difficult to ex- 
plain such cases on the theory of Albright et al.; 
in fact, they say the bones are slightly increased 
in density.** Another explanation is offered by 
the theory of Collip, Thomson and Selye, i.e. 
that deficient parathyroid hormone results in de- 
creased bone reabsorption. Hence, one may con- 
clude that parathyroid hormone can have two 
effects in a given patient; one may be more 
prominent than the other in tending to produce 
either osteomalacia or increased density of the 
bones. 

Albright*® in the early part of 1956 reported on 
a postoperative case of hypoparathyroidism as a 
cause of “osteomalacia”. The blood findings were 
a low serum calcium, an elevated phosphorus 
level and a high alkaline phosphatase. Bone 
biopsy showed osteomalacia. To reconcile osteo- 
malacia resulting from hypoparathyroidism, AlI- 
bright drew attention to the acalcification of 
rats’ teeth and bones following parathyroidec- 
tomy, as demonstrated by Erdheim in 1911. Al- 
bright explains the acalcification in hypopara- 
thyroidism as follows. The localized increase 
of phosphate ions “at the site of calcification” 
resulting from the action of the phosphatase- 
phosphorylation enzyme system is very ineffici- 
ent in the presence of a high serum level of phos- 
phate ions as seen in hypoparathyroidism. That 
is to say, the ion product of calcium and phos- 
phorus is not sufficiently raised to the effective 
saturation point where calcium phosphate pre- 
cipitation can occur. This has just been discussed. 

Idiopathic hypoparathyroidism with bony de- 
mineralization and cardiac decompensation was 
reported in a 12-year-old female patient by 
_ Schulman and Ratner*? in 1955. In hypoparathy- 
roidism the bones characteristically exhibit a 
normal or increased density on x-ray. This find- 
ing has been so constant that many authors 
regard it as an essential criterion for the diag- 
nosis of the disease. However, we have just seen 
that this is not necessarily true. The 12-year-old 
girl with chronic idiopathic hypoparathyroidism 
showed marked skeletal demineralization and 
the authors postulated that it was due to the 
unusual severity of the hypocalcemia. Her 
severe cardiac decompensation with no evidence 
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of organic heart disease was the result of the 
hypocalczemia as well. Her cardiac status im- 
proved coincident with the rise in serum calcium 
on treatment. 

Scarlett and Houghtling*® in 1944 reported on 
the psychosis which: may develop in hypopara- 
thyroidism. It consisted mostly of dementia, some 
hallucination, anxiety, depression and delusions. 
The psychosis appears within the first 3-4 months 
after operation, if the serum calcium drop is 
severe. In their case, the psychotic episodes did 
not appear for four years after thyroidectomy 
and continued at a slowly progressive chronic 
level for nine years. This female patient was 
originally diagnosed as a case of idiopathic 
epilepsy until the true diagnosis was made. Re- 
covery from this chronic psychosis was achieved 
when the appropriate therapy raised the serum 
calcium to approximate normal levels. 

The physiological effects of hypocalcaemia 
have already been discussed. Briefly, one may 
say that irritability of tissue is directly propor- 
tional to the sum of the sodium and potassium 
ion concentrations and inversely proportional 
to the sum of the calcium, magnesium and hydro- 
gen ion concentrations. This irritability affects 
striated and unstriated smooth muscle tissue as 
well as the voluntary and autonomic nervous 
systems.** 

The irritability in hypoparathyroidism depends 
upon a raised serum phosphorus level resulting 
in a decreased ionized calcium concentration. 
“Alkalosis”, which also depresses the ionization 
of calcium, and “hypomagneszemia” ( which itself 
produces an increased irritability, or can, be- 
cause it is deficient, let some of the phosphorus 
ordinarily bound to it now bind more ionized 
calcium, further reducing the ionized serum cal- 
cium) should both be kept in mind as possible 
exaggerating factors. 


B. Signs and Symptoms (other than those in- 
cluded in Part A) 


(1) Tetany 


Tetany may be conveniently divided into 
latent and acute or manifest forms. In the 
former no symptoms are present, whereas in 
acute forms spontaneous twitchings or convul- 
sions occur. Latent tetany may be demonstrated 
by Chvostek’s facial signs, by the Erb phenom- 
enon, by chronaxia, by Trousseau’s and Hoff- 
man’s phenomena, and by many other applied 
ramifications of the above-named techniques. 

In Chvostek’s sign,*’ hyperexcitability of the 
facial nerve to mechanical stimulation is elicited 
by tapping the trunk of the facial nerve just 
below the zygomatic process or immediately an- 
terior to the external auditory meatus. Three 
degrees of Chvostek’s sign are immediately re- 
cognized. The first degree consists of contraction 
of the muscles of the eyelids, of the ale nasi, 
and of the corner of the mouth. The second de- 
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gree consists of contraction of the muscles of 
the alz nasi and the corner of the mouth, and 
the third degree consists of contraction of the 
muscles of the corner of the mouth. The second 
and third degrees may occasionally be produced 
in normal subjects; the first degree is rarely 
present except in untreated hypoparathyroidism. 

A modification of this technique is dorsiflexion 
and abduction of the foot by tapping the pero- 
neal nerve on the lateral surface of the fibula 
below its head. This is often referred to as the 
“peroneal sign”. 

Erb’s sign‘! depends upon the fact that the 
neuromuscular response to galvanic stimulation 


is obtained with weaker stimuli in tetany than in -: 


normal subjects. The test is positive if the catho- 
dal opening contraction which requires normally 
more than six milliamperes is obtained with less 
stimulation than five milliamperes. Measure- 
ments are usually made upon the median or 
peroneal nerves with the indifferent electrode 
placed on the abdomen. It is to be noted that 
the responses vary in normal subjects from time 
to time, especially if the latent tetany has been 
present for more than five years. There is no 
consistent relation between the response and the 
serum calcium concentration. If present the sign 
is a useful aid in diagnosis. 

Chronaxia is the length of time necessary to 
elicit a reaction when the strength of current 
used is twice the rheobase. The rheobase is the 
minimal galvanic current which if continued in- 
definitely will produce a reaction. Normally 0.024 
second (24 sigma) is required to produce a reac- 
tion in the flexor pollicis group of muscles. In 
tetany, 12-14 sigma only may be required. In 
hyperparathyroidism 50 sigma may be needed. 

Trousseau** in 1860 described a tetanic con- 
traction of the hands if the arterial circulation is 
arrested by a tourniquet or by a sphygmomano- 
meter cuff applied to the arm. There follows 
flexion at the wrist*with the fingers flexed at the 
metacarpophalangeal joints but extended at the 
interphalangeal joints. This phenomenon is not 
pathognomonic of tetany and is not always pres- 
ent in hypoparathyroidism. 

In the Hoffman phenomenon peripheral nerves 
are hyperexcitable to faradic or galvanic cur- 
rents. 

Kellogg and Kerr** and Graybiel and White** 
have demonstrated a “prolonged Q-T interval” in 
hypocalczemia. 

Miscellaneous signs consist of dimpling of the 
tongue caused by tapping it lightly. Plantar foot 
flexion and spasm of the extensor muscles of the 
knee can be produced by flexing the hip quickly. 
This produces sciatic tension. If the arm is forc- 
ibly abducted, carpal spasms may develop be- 
cause of brachial plexus tension. 

“Manifest or acute tetany” develops at the 
start or after a certain period of latency. Carpo- 
pedal and laryngeal spasm and convulsions may 
be preceded or accompanied by intense muscle 
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pain, and by paresthesix. The obstetrical hand 
develops as in Trousseau sign, the feet may 
quiver in an equinovarus position, the face 
muscles become stiff and rigid producing the 
fixed tetany facies, and the corners of the mouth 
are drawn downward as the “carp mouth”, and 
the neck and back become rigid. Strabismus, 
nystagmus, inequality of the pupils and diffi- 
culty in speaking and swallowing are frequently 
seen. 

Laryngospasm is more prone to occur in child- 
ren and may produce stertorous breathing and 
asphyxia. Diaphragmatic spasm may produce in- 
spiratory and expiratory apnoea, and broncho- 
spasm may simulate asthmatic attacks. 

The autonomic nervous system and smooth 
muscles manifest their increased excitability by 
spasm of the cesophagus, pain, nausea and vom- 
iting, diarrhoea, occasionally constipation, urin- 
ary retention or involuntary micturition, cardiac 
spasm, palpitations, tachycardia and cardiac ir- 
regularities with prolonged Q-T intervals (0.30- 
0.35 second). Angiospasm may produce pallor of 
the fingers and toes, and muscle cramps. 

Convulsions may involve the whole body, half 
of it, or isolated muscle groups. They are com- 
moner in infants. The patient becomes mentally 
confused with memory loss, hallucinations, dis- 
orientation, and irritability. This has already 
been discussed. 


(2) Other Signs and Symptoms 


When tetany is long-standing, as seen in long 
latency periods or in cases of hypoparathyroid- 
ism not responding to treatment, trophic changes 
of ectodermal structures develop in the lens of 
the eye, in the nails, teeth, hair and skin. These 
too have been referred to. 

The blood findings vary, depending upon the 
severity of the hypoparathyroidism. These are a 
high plasma phosphorus and a normal or low 
calcium. The phosphatase activity is elevated if 
osteomalacia develops and the bones are sub- 
jected to increased stresses and strains; or it will 
be normal or low in the densely calcified cases. 
If the parathyroids are completely inactive or 
not present, the calcium can fall to 4.0 mg. % 
and the phosphorus can rise up to 13 mg. %. 
Acalcinuria occurs if the level falls below the 
renal threshold level of 7-8 mg. %. This is path- 
ognomonic of hypoparathyroidism if other 
causes of hypocalcinuria are ruled out. The 
urine is best tested by the Sulkowitch reaction in 
which calcium is precipitated by oxalate solu- 
tions. Appearance of small amounts of calcium 
in the urine may mean mild hypoparathyroidism 
and rules out hyperparathyroidism. If much cal- 
cium is found in the urine, most cases of hypo- 
parathyroidism can be ruled out. This may sug- 
gest hyperparathyroidism or some other disease 
associated with hypercalcinuria such as idio- 
pathic hypercalcinuria. In the latter instance, 
plasma calcium levels are normal. 
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Albright and Reifenstein have reported three 
cases of hypoparathyroidism with a hypercal- 
cinuria, but infection of the kidneys was present 
and urinary calcium excretion diminished when 
the infection was cleared up. ‘ 


C. DIFFERENTIAL DIAGNOSIS 


(1) Other Causes of Tetany 


The differential diagnosis includes the other 
causes of tetany or hypocalcemia. These will 
be discussed separately. 


(a) Secondary Hyperparathyroidism 
This has already been dealt with. 


(b) Pseudohypoparathyroidism 


Pseudohypoparathyroidism, described by Al- 
bright et al.,*° presents a metabolic and clinical 
picture of idiopathic or postoperative hypopara- 
thyroidism. Additional findings are a lack of re- 
sponsiveness to parathyroid hormone, a short 
stocky habitus with rounded facies, calcinosis 
cutis and early closure of some of the metacarpal 
and metatarsal epiphyses. Prentice** reported on 
one such case and MacGregor and Whitehead* 
described three more. To date approximately 
27 cases have been reported in the literature. 

Albright thought the condition represented 
failure of end-organ response as in the “Sea- 
bright-bantam syndrome”, in which the Sea- 
bright-bantam with a normal level of male hor- 
mone fails to produce normal male plumage. 


Elrick et al.** in 1950 reported on four new 
cases of pseudohypoparathyroidism. They com- 
mented on the fact that only Brown’s case sug- 
gested a possible hereditary influence. The skel- 
etal abnormalities, notably shortening (brachy- 
dactyly) of the metacarpal and metatarsal bones, 
were analyzed in 14 cases and were probably due 
to early epiphyseal closure. The frequency with 
which individual metacarpal and metatarsal 
bones are involved varies widely, and the elbow 
may also be involved. Ectopic ossification and/or 
calcification was noted in 10 of 14 cases. The 
I.Q. was frequently low. Biopsies done on two 
of the four new cases revealed parathyroid 
hyperplasia. The resistance to parathyroid 
hormone “was not always complete” as shown 
by the Ellsworth-Howard test.*° To a fasting 
_ patient 2 c.c. (200 units) of the extract is given 
intravenously and the urinary phosphorus con- 
centration is ascertained in three consecutive 
hourly specimens before medication and for five 
hours after medication. It is important, each 
time a fresh lot of parathyroid hormone is used 
in the test, to make certain the. preparation is 
active by testing it in normal subjects. With 
hormecne administration, a 5-50 mg. rise in 
urinary phosphorus excretion may be obtained. 
The authors concluded that antibodies are not 
the cause of the resistance to parathyroid hor- 
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mone, and that the syndrome is a genetic dis- 
order involving three genes and bringing about 
three disturbances; one gene causes insensitivity 
of the end-organ for parathyroid function, one 
leads to dyschondroplasia, and the third induces 
ectopic ossifications and/or calcifications, 
especially about the joints, chest and abdomen. 

They draw our attention to the close relation- 
ship between pseudohypoparathyroidism and 
“myositis ossificans progressiva’, both diseases 
having in common dyschondroplasia and a 
tendency to ectopic ossification. 

Lowe et al.*® in 1950 postulated that in a low 
calcium and vitamin D intake, as in cceliac dis- 
ease which may be associated with this syn- 
drome, the low serum calcium which develops 
and the probable compensatory excessive para- 
thyroid hormone secretion result in an escape 
phenomenon. Here, the renal tubules fail to 
respond to parathyroid hormone. In animal ex- 
periments they cite the fact that either a pro- 
longed low calcium intake or excessive and 
prolonged administration of parathyroid hor- 
mone results in the development of refractoriness 
to the hormone by the kidney. 

Approximately 27 cases have been reported. 
These individuals tend to be short and _ thick- 
set with rounded facies and a marked tendency 
to brachydactyly, especially in regard to meta- 
carpals and metatarsals. The shortness is ap- 
parently due to an early epiphyseal closure of 
these bones. Dr. Brown’s case also showed 
shortening of some-of the metatarsal bones and 
early union of the epiphyses around the elbow. 
In the mother of Dr. Brown’s patient meta- 
carpal shortening was seen, and in the patient 
and mother bowing of the radius and exostoses 
were seen as in dyschondroplasia. Albright, 
Brown and others also reported calcification of 
certain of the soft tissues about the joints. In 
one case, Albright demonstrated the presence of 
calcifications about the chest and abdomen and 
in the extremities. It was interesting to note that 
the mother of Brown’s patient evidently did 
not have pseudohypoparathyroidism. 

In the “treatment” of pseudohypoparathyroid- 
ism, parathyroid hormone of course by definition 
is of no value. A favourable response may be 
obtained with AT-10 but this is fairly expensive 
treatment. de Mowbray and Smith*' prefer di- 
hydrotachysterol to calciferol. 

Most patients can be adequately treated with 
dihydrotachysterol, oral calcium salts, alumina 
hydroxide gels and vitamin D. 


(c) Electrolyte Disturbances 


These will be discussed later on. 


(d) Vitamin D and Calcium Deficiency 

This may occur in deficient diets or where fat 
absorption is inadequate as in the sprue syn- 
drome, cceliac disease and occasionally in ob- 
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structive jaundice. In such instances osteo- 
malacia or juvenile rickets may develop. 

Hunger osteopathy, which produces a hypo- 
caleczmia, occurs when there is a deficiency of 
calcium, phosphorus and caloric intake. 

Hypoproteinzmia, which occurs in starvation, 
the nephrotic syndrome, obstructive jaundice, 
kala-azar, malignancy, cachexia, etc., will lower 
the plasma calcium level, but the drop is mainly 
in the non-diffusible fraction due to a decreased 
serum albumin concentration and no tetany will 
develop per se. 


(2) Pseudo Pseudo Hypoparathyroidism 


For completeness but not as a cause of hypo- 
calczemia, brief mention should be made of the 
syndrome entitled “pseudo pseudo hypopara- 
thyroidism”. The term was first used by Albright, 
Forbes and Henneman*, in 1952. This syndrome 
is characterized by abnormalities in body build 
as in pseudohypoparathyroidism, but with no 
detectable clinical or humoral manifestations of 
hypoparathyroidism. Similar cases have been 
reported by Miles and Elrick**? and by Roche** 
in 1955. 

Roche's patient presented only a short stature, 
round face and shortening of the second, third 
and fourth metacarpals. Radiography revealed 
exostoses with secondary metaphyseal dysplasia 
in both femoral necks, lower femoral meta- 
physes, upper tibia] metaphyses, radii and ulne. 
Response to the Ellsworth-Howard test was said 
to be slight in Albright’s case, normal in the 
case presented by Miles and Elrick, and sluggish 
in that reported by Roche. It should be pointed 
out that the meaning of this test in normal 
subjects has been seriously challenged by 
Milne,*> Dent,*’ and MacGregor and White- 
head.*" 

Frémm** feels that the term pseudohypho- 
parathyroidism is extraneous and confusing and 
should be discarded. Each case should be indi- 
vidually described as dyschondroplasia, or 
exostoses with metaphyseal dysplasia or con- 
genital skeletal malformations. 


D. TREATMENT OF HyPOPARATHYROIDISM 


The treatment of hypoparathyroidism has been 
greatly aided by the introduction of AT-10. Its 
action in comparison with vitamin D and para- 
thyroid hormone has been discussed in a 
previous paper,** but because AT-10 is so ex- 
pensive, vitamin D may be the drug of choice. 
The Sulkowitch test should be used in guiding 
therapy of these cases. 

AT-10 is given until a small amount of calcium 
appears in the urine. If large amounts are found 
the dose is reduced. The average dose is about 
3 c.c. of AT-10 (1.2 mg. of dihydrotachysterol 
per c.c.) every day. This may gradually be re- 
duced to 1 c.c. 3-7 times per week. If calcium 
is tested for in the urine just after the patient 
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is given milk, a high urinary calcium concentra- 
tion may be detected and one may be fooled 
into lowering the succeeding dose. 

A high calcium, low phosphorus diet is recom- 
mended. Hence milk is to be avoided. Replace- 
ment is accomplished by giving 5-10 g. of 
calcium lactate (contains 650-1300 mg. of cal- 
cium) or gluconate in water three times a day. 
Thirty c.c. of Basalgel is given four times a day 
to reduce phosphorus absorption. If instead of 
calcium lactate or gluconate one administers 
10 c.c. of 830% calcium chloride in water after 
meals, a slight acidotic tendency develops and 
the chances of tetany appearing are reduced. 
In addition, the absorption of calcium is more 
efficient. If such patients are slightly hypo- 
thyroid as well, the administration of thyroid 
extract will help in raising the serum calcium 
level. Parathyroid extract is not used because 
it is expensive, it may cause local allergic re- 
actions and its effect may wear off, 

In acute tetany emergency, intravenous 
calcium gluconate should be administered. Two 
cases of death were reported by Bower and 
Mengle** following the intravenous administra- 
tion of calcium gluconate in patients on digitalis. 


Ill. Terany 


Since tetany is a frequent and prominent 
feature of hypoparathyroidism, a discussion of 
the different types of tetany which may be en- 
countered is in order. 

Tetany may occur in those cases where the 
ionized calcium level is low, as in secondary 
hyperparathyroidism; hypoparathyroidism, what- 
ever the cause; pseudohypoparathyroidism, in 
cases with poor intestinal absorption of calcium 
and/or vitamin D which may occur in steator- 
rhoea and in obstructive jaundice; in juvenile 
rickets; in osteomalacia; in vitamin D deficiency 
states; in hunger osteopathy, pregnancy and 
during lactation. 

In these instances there is no fixed level below 
which tetany will develop, since a_ precise 
balance of electrolytes as K~, Na+, Ca++ and 
Mg.++ is involved. There is no one serum level 
of calcium (7-8 mg. % or 5-6 mg. %) below 
which we can say tetany will develop. A precise 
balance of sodium, potassium, calcium, phos- 
phorus, nitrogen and magnesium ions is in- 
volved.** It is also important to know whether 
the protein concentration capable of binding 
the “non-diffusible” calcium fraction is low, 
since an analysis of the serum calcium includes 
this fraction. 

Serum calcium level can be lowered by the 
parenteral administration of phosphate, citrate 
or oxalate. These, in one way or another, depress 
the ionization of calcium in the plasma. At times 
the term “phosphate tetany” in renal rickets is 
referred to. The rising serum phosphorus con- 
centration causes a drop in the ionized calcium 
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level. The gross manifestations of tetany may be 
suppressed because of the associated acidosis. 
In patients receiving many blood transfusions 
over a short period of time, hypocalceemia and 
perhaps tetany may develop because of the low 
calcium content in processed blood. The ad- 
ministration of calcium gluconate may be useful 
prophylactically. 

In “alkalotic tetany” we have twice before 
referred to irritability of tissue as being pro- 
portional to the sum of the sodium and potassium 
ion concentrations and inversely proportional to 
the sum of the calcium, magnesium and hydro- 
gen ion concentrations. A decrease in the 
hydrogen ion concentration results in increased 
neuromuscular irritability and the calcium ion 
concentration may be normal. This may occur 
after the ingestion of such alkali as bicarbonate, 
after pulmonary hyperventilation as in hysteria 
and in encephalitis, or after protracted vomiting 
episodes (“gastric tetany”) due to intestinal ob- 
struction, peptic ulcer, carcinoma, or hysteria. 

It will be seen that as the calcium or hydrogen 
ion concentration drops, the situation is made 
worse if the sodium or potassium ion concentra- 
tions increase. Hypomagneszmia per se will re- 
sult in increased neuromuscular irritability, and 
tetany may develop. Normally some of the 
magnesium is combined with phosphate, and 
when the magnesium concentration is decreased 
the extra free phosphate formerly attached to 
the magnesium now binds extra calcium, thus 
lowering the icnized calcium level even more. 


On the other hand, increased concentrations of 
magnesium may be just as dangerous. Many of 
us have used—perhaps dangerously so—mag- 
nesium sulfate intramuscularly in the _treat- 
ment of toxeemia of pregnancy and many of us 
may also be inclined to use it in the hypo- 
caleemic forms of tetany. This may be just 
adding insult to injury and may indeed pre- 
cipitate a frank and fatal form of tetany. Here 
it seems that magnesium acts perhaps by de- 
creasing the ionization of calcium.*® Therefore 
when magnesium is deficient tetany occurs, and 
when excesses of it are produced, the ioniza- 
tion of calcium is depressed, with the resulting 
increased tendency towards tetany. 


Lastly one must be aware of the opisthotonic 
“tetany” due to the anaerobe Clostridium tetani— 
the Gram-positive “drum stick” spore-former 
which enters puncture wounds contaminated 
with soil and causes tetanus. 
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GENERAL PRACTICE 
PAEDIATRIC NEWS? 


HARRY MEDOVY, B.A., M.D.(Man.),t 
Winnipeg, Man. 


THE TITLE CHOSEN FOR ME by your Program 
Committee brings to mind motion picture pre- 
sensations of current events presented as a 
series of headlines with little or no commen- 
tary and with little relation of one part to 
another. 


The headlines I have chosen are meant to 
bring to your attention items of current medical 
interest which affect child health in its broadest 
aspect. Health is defined by the World Health 
Organization as “a state of physical, mental] and 
social well-being”. The physician who is con- 
cerned with child care must keep a wide horizon 
in focus if he is to keep abreast of the rapid ad- 
vances in this field. 


With the rapid decline of acute infectious 
disease, the emphasis on child care has turned 
towards the many areas in which prevention 
may be successfully applied in the reduction of 
the death rate and the decrease in illness— 
poison and accident prevention, prevention of 
rheumatic fever, prevention of deaths in the 
neonatal period, prevention of nutritional dis- 
orders, prevention of dental caries, prevention 
of diphtheria, poliomyelitis and tuberculosis. 


Increasing attention has been paid to the re- 
habilitation of the child handicapped by defects 
in vision and hearing, cerebral palsy, diabetes 
and epilepsy. A considerable measure of success 
has attended these efforts and a much brighter 
future is in prospect for this group of children. 

Mental health is occupying the time and 
efforts of governmental and social agencies at 
federal and provincial levels. This extremely 
valuable work is now playing and will continue 
to play an important role in improved child 
care in this country. Finally there remain the 
great unsolved problems in the infant and child- 
hood period, leukaemia and the respiratory dis- 
tress group of conditions which lead to the high 
mortality rate of the newborn period. These 
two groups contribute out of all proportion to 
death in children. While new knowledge is ac- 
cumulating in both these fields, progress has 
been slow and no impression has been made on 
the numbers who died last year from these 
causes. 


I. 


I have chosen first to consider four signifi- 
cant areas of pediatric progress: 
1. Etiology of epidemic diarrhoea of infancy. 


*Read in part at the Scientific Convention of the College 
of General Practice of Canada, Montreal, March 1957. 
+Department of Pediatrics, University of Manitoba, and 
the Children’s Hospital, Winnipeg. x 
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2. Viruses responsible for acute respiratory 
diseases and the possibilities in the future 
for antiviral vaccines. 

8. The non-hemolytic anzmias of infancy. 

4. The development of intracardiac surgery. 


Epidemic diarrhaea of the newborn can no 
longer be considered a disease of unknown eti- 
ology. Improved bacteriological methods have 
made it possible to identify several strains of E. 
coli as the real cause of many of these severe and 
often fatal diarrhoeas. Outbreaks occurring on 
four continents have been studied and in many 
instances a single type-specific colon bacillus 
has been implicated. It is more important now 


‘*than ever before to take the necessary steps to 


obtain good rectal swabs for culture for patho- 
genic organisms in infantile diarrhoea. Neomycin 
in the dose of 50 mg. per kg. per day given by 
mouth has been found to be of real value in 
treatment. In any given outbreak all infants 
exposed to a case shown to have E. coli 
diarrhoea should be treated, since it has been 
shown that carrier states exist and may per- 
petuate such an epidemic on a hospital ward. 


Identification of Viruses Causing Acute 

Respiratory Disease 

The availability of antibiotics has brought 
bacterial disease under control, with the possible 
exception of penicillin-resistant staphylococcal 
infections. In the wake of this scientific victory 
we have been faced with the threat of an in- 
creasing number of severe respiratory infec- 
tions whose cause, while assumed to be viral, 
was shrouded in mystery until recent months. 

The work of Enders and Robbins in making 
possible the identification of viruses by tissue 
culture techniques has led not only to the de- 
velopment of Salk poliomyelitis vaccine but 
also to the identification of viruses causing dis- 
eases hitherto regarded as of unknown etiology. 
In recent months viruses have been identified 
in cases of acute laryngotracheitis by Rhodes 
and Turner in Toronto and by Chanok in Cin- 
cinnati. Viruses causing epidemic respiratory in- 
fection and atypical pneumonia in army camps 
have been identified. While the mere identifica- 
tion of these agents is important enough, real 
progress has already been made in the prepara- 
tion of effective vaccines for prevention of out- 
breaks of these diseases. Such vaccines developed 
by Hilleman and others at the Walter Reed 
Hospital have already been tried. During one 
large outbreak of acute respiratory disease due 
to an identifiable adenovirus, soldiers inoculated 
with this vaccine remained well whereas non- 
inoculated subjects became ill in large numbers. 
If a vaccine can be developed to prevent the 
serious and worrying cases of acute laryngo- 
tracheitis we now encounter, a real advance in 
child care will have been made. (We now aver- 
age 10 tracheotomies per year for these dread- 
fully ill infants at the Winnipeg Children’s Hos- 
pital. ) 
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Many mysterious central nervous system in- 
fections previously regarded as of unknown 
cause have now been shown to be due to specific 
viruses. Herpes, Coxsackie B, mumps and polio- 
myelitis viruses are now readily identified by the 
virologist. It is to be hoped that very soon 
vaccines may be developed against these villains 
of infancy and childhood. 


Anzmias of Infancy 


For many years anzmias have occurred in 
infants which have puzzled pediatricians and 
heematologists alike. It was known that they 
were not due to hemolysis or blood destruction, 
but beyond this everything was hypothesis and 
wild surmise. 

In the last few months the mystery has been 
solved in two groups of these cases. The first 
group comprises those infants who have been 
shown to suffer blood loss at the moment of 
birth. Although described by DeLee as far back 
as 1914, these cases were overlooked until very 
recently when renewed interest was aroused by 
Wickster in Chicago and Neligan in Newcastle. 

DeLee described cases in which the placenta 
was attached anteriorly and was incised by the 
operator in the process of performing Czsarean 
section and delivering the baby. The incision 
of the placenta involved fetal blood vessels and 
resulted in severe fetal blood loss in some in- 
stances, so that the babies were born exsanguin- 
ated. The occurrence of this condition was rarely 
referred to in the literature until it was discussed 
again by Wickster some five years ago. In addi- 
tion, cases were described by both Wickster and 
Neligan, and we ourselves have seen several in 
which bleeding occurred in the presence of a 
velamentous placenta because of the rupture of 
vase previe. Clinically there is a history of 
brisk antenatal bleeding and the baby is born 
looking white and exsanguinated. The infant 
resembles a case of asphyxia pallida. The cor- 
rect diagnosis can be made provided the possi- 
bility of fetal hamorrhage is realized, a vela- 
mentous placenta identified, and samples of the 
blood lost in the process of delivery are’ ex- 
amined for fetal hemoglobin. This examination 
can be simply done in a few minutes, with 1% 
sodium hydroxide.* If the blood is shown to be 
fetal and the baby is white and exsanguinated- 
looking, the diagnosis is obvious and treatment 
likewise is obvious. Fifty c.c. of maternal group 
O emergency blood should promptly be given 
into the cord. 

This angemia associated with fetal bleeding 
may not be associated with obvious hemorrhage; 
the fetus may bleed into the mother’s circula- 
tion—may in fact transfuse the mother and be- 
come almost exsanguinated in the process. Such 
a case came under my care two years ago and 


*Take 1 c.c. of blood to be examined. Add 5 c.c. distilled 
water to hemolyze. Take 5 parts of this solution and add 
1 part of 1% sodium hydroxide. If blood is maternal in 
—_~ it will turn brown promptly; if fetal it will remain 
pink. 


~ 
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the presence of fetal blood cells in the mother’s 
circulation was proved by some remarkably bril- 
liant work by my former chief, Dr. Bruce Chown. 
Dr. Laski of Toronto has reported several such 
cases during the last year. What we must learn 
is to look for pallor in the newborn infant, 
especially in the type of case referred to above. 
Treatment may be lifesaving in severe cases pro- 
vided the cause is recognized at once. 

Another group of anemias in the first year 
of life have been shown to be related to defi- 
ciency of serum proteins and copper. These in- 
fants present with an iron deficiency anzmia, 
with a history of normal diet and vitamin intake 
and oedema. Interestingly enough, they seem to 
respond to iron therapy. It is rarely necessary to 
give iron to an infant by any other means except 
the oral route. Too much emphasis has been 
placed on intramuscular and intravenous iron in 
the management of simple iron deficiency an- 
zemias in infants. 


Congenital Heart Disease 


Further advances in diagnostic methods and 
surgical techniques have continued to brighten 
the outlook of infants and children suffering 
from congenital cardiac malformations. Diag- 
nosis is now more accurate and may be made 
earlier in life than ever before. The pioneering 
contribution of the Minneapolis group, cross 
circulation with human donors, has now largely 
been replaced by oxygenating machines which 
permit more widespread use of intracardiac 
operative procedures for septal defects. The pal- 
liative operation for cases of tetralogy of Fallot 
will gradually be replaced in all but the most 
urgent cases by curative surgical procedures. 
More and more children with serious heart mal- 
formations are thus being brought within the 
scope of satisfactory surgical cure. 


IL. 
PREVENTIVE P-£DIATRICS 
Infectious Disease 


Prophylactic immunization has been ex- 
tremely effective in reducing the incidence of 
many infectious diseases. This very reduction in 
the number of cases of diseases previously en- 
countered frequently, such as diphtheria, has re- 
duced the likelihood of immunity being con- 
ferred on large numbers of people by chance 
contact with the disease. We used to assume 
that almost all adults had well-developed im- 
munity and would be Schick-negative on testing. 
In a recent survey we conducted at the Mater- 
nity Pavilion in Winnipeg, 25% of pregnant 
women were Schick-positive. Small but serious 
outbreaks of diphtheria still occur from time to 
time. Both Winnipeg and Detroit suffered from 
such epidemics only this last year. It is impor- 
tant not only to re-emphasize the importance of 
immunization procedures but also to see that 
recall or booster doses are given at 2, 4 and 6 
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years of age and at 3-year intervals thereafter | use should be encouraged. There are many who 
at least until 15 years of age. In view of the _ believe it should be given to all Mantoux- 
ignorance of many parents as to the nature of | negative infants and children if we are to re- 
the inoculations which their children may or duce the incidence of tuberculous disease, in- 
may not have received, there is great need for cluding meningitis, in this group. 
an identifying tag, ring or bracelet to be worn 
by every child to indicate the immunizations R..eumatic Fever 
received. 

Poliomyelitis is now entering the circle of pre- 


ventable diseases, and this is most welcome uate thie ae sit he: meen tt 
news. The Salk vaccine, sabotaged at the start ‘@#ton Miar recurrences cou © prevente 


by the very ridiculousness of the “ballyhoo” susceptible group by penicillin or sulfadiazine 


which surrounded the Ann Arbor Conference at given as a single daily dose or a monthly in- 
which its initial trials were reported, and later _jection of penicillin has been a real medical ad- 


by inadequate screening of the commercial pro-.- vance. Although congenital heart disease occurs 
duct which was soon mass-produced, has now _ twice as often now in the school child as does 


The final identification of the B-hamolytic 
streptococcus with rheumatic fever and the real- 


TABLE I.—PotsoninGs IN INFANTS AND CHILDREN, 1955 
CasuALTy Warp, CHILDREN’S HospiTaL, WINNIPEG 








J an. Feb. — M arch April May June July Aug. Sept. Oct. Nov. Dec. Total 








Barbiturates... 








— — — — — os _— 2 — 1 — 1 4 

Salicylate...... 3 3 3 2 1 1 1 2 5 4 6 35 
Hydrocarbons... 2 2 2 5 3 3 6 6 1 1 — 2 33 
Aminophylline. . 1 ri — “= — oo -- a 1 ~ “= — 3 
Chlorine........ 2 1 -— — — — — 1 1 1 -—— — 6 
Naphthalene... 1 2 1 — — — — — — — 1 1 6 
Phenolphthalein — 3 — — 2 — — 2 7 
Strychnine..... — 2 — — — — — — — — — 1 3 
i ee — — — — — 1 — 1 2 
Atropine...... — | — — 2 — — — 1 — 1 5 
Alcohol........ a -— 1 1 — — 2 — — — 2 — 6 
Miscellaneous... — — 3 2 1 3 — 2 1 — 3 1 16 
*Only case that died. 126 


more than justified its early hopes. The results rheumatic carditis, we have about 60 children 
of its use over the past year confirm Dr. Salk’s — in Winnipeg schools out of a school population 
early predictions. It is effective in 60-70% of of 40,000 who are rheumatic subjects. On a 
cases in preventing the paralytic form of the _ physician’s request, free penicillin is now offered 
disease. Earlier critics of the Salk vaccine have to any Winnipeg child, for the prevention of 
now come out publicly in support of its use. rheumatic fever. We believe this to be an im- 
Those of us who in the past have held back our portant public health measure. This method of 
acclaim of Jonas: Salk’s contribution or who prophylaxis should be used without delay in 
openly expressed doubts or criticism of his work every child who has had a convincing history 
should now make amends by giving this scientist | of rheumatic fever or who is recovering from 
the acclaim that is rightfully his. Whether an attack or who has evidence of rheumatic car- 
booster doses of Salk vaccine or whether Sabin’s ditis, active or inactive. 

or Koprowski’s live vaccine given orally will be 

used is still not definite, but the basis of any Accident and Poison Prevention 

future immunization program for poliomyelitis 
will start with the Salk vaccine and the hope is 
that it may be incorporated into our triple diph- 
theria-tetanus-pertussis vaccine and so _ save 
unnecessary injections. 

As with the Salk vaccine, BCG vaccine against 
tuberculosis suffered a serious setback because 
of the famous Liibeck disaster. It is only now re- 
gaining its proper place as an effective prophy- 


The commonest cause of death in childhood is 
not disease but accident. There are 12,000 ju- 
venile deaths each year in the U.S.A. due to 
accidents (one-third of all deaths in this age 
group). In 1952 as many children died through 
accident as died from cancer, pneumonia, con- 
genital malformations, poliomyelitis and gastro- 
enteritis combined. Accidental poisoning alone 
causes 5% of all accidental deaths (400+ per 


lactic agent. It has been used very widely in on , : 
Europe in mass immunization procedures de- tas ye rd gar "oe ot “ 
signed to reduce the incidence of childhood Table I 


tuberculosis and has been remarkably successful. It will be noted from Table I that the one 
Its use in this country is still limited to nurses’ — death out of the 126 cases admitted to casualty 
schools, medical students and in some cases to during 1955 was due to aminophylline intoxi- 
infants who are tuberculous contacts. Its.wider cation. This has become a subject of great con- 
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cern, and several articles in the recent literature 
have pointed out the dangers involved in using 
so-called children’s-size aminophylline supposi- 
tories on tiny infants. The dose of 334 grains of 
aminophylline, which is contained in one of 
these infant suppositories, is too great for a 
small infant. If these suppositories are to be 
used, they should be split lengthwise and should 
never be used more than once without specific 
orders from the doctor. The physician should 
not leave an order in the hospital for the giving 
of these suppositories for more than one or two 
doses at a time. It should be remembered that 
aminophylline, although a highly useful agent 
in the management of bronchospasm in connec- 
tion with laryngotracheal bronchitis, must be 
used with extreme caution. 

The large number of cases of poisoning due 
to the taking of children’s flavoured salicylate 
tablets can be seen at a glance from Table I. 

The Canadian Pediatric Society and the 
Canadian Medical Association are well aware 
of the problem. Measures are just completed for 
the setting up of one Poison Control Centre for 
each province, with two for Quebec, located in 
children’s hospitals or in the children’s ward of 
gencral hospitals. The centres will work in co- 
ordination with provincial health departments. 
Uniformity will be encouraged by the supply of 
card index information on all drugs and house- 
hold remedies in use in Canada by the 
officials of the Food and Drug Division, De- 
partment of National Health and Welfare, and 
the use of standard reporting forms. We hope 
thus to avoid the confusing welter of informa- 
tion and statistics which has resulted from iso- 
lated poison centres in the U.S.A., each working 
in its own way and using its own forms. 


Dental Caries 


The use of water supplies with added fluoride 
to make up one part per million as a preventive 
of dental caries has been accepted by respon- 
sible dental and medical organizations the world 
over. Its value in reducing by 60% the incidence 
of dental caries in children exposed to such 
drinking water throughout early childhood has 
been amply demonstrated by comparative fig- 
ures from neighbouring towns with low and 
with normal fluorine content of drinking water. 
Its safety in the dosage recommended has been 
verified by careful study. Opposition dies hard, 
however, and the minority who are against the 
adoption of this extremely important health 
measure are much more vocal than the majority 
who favour its use. The medical profession 
should make its voice felt in support of their 
health representatives who are leading the cam- 
paign to reduce the incidence of: dental caries. 


Prevention of Nutritional Disease in Infancy 


In spite of the great advances made in the 
understanding of the problems of nutrition in 


~ 
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infants and children, cases of scurvy have once 
again appeared in children’s hospitals, both in 
Toronto and in Winnipeg. It is presumed that 
other hospitals in Canada may also be admitting 
more cases of scurvy than previously. The 
reason for this sudden upswing after several 
years is not far to seek. The decline in the inci- 
dence of breast feeding and the switch over from 
homogenized cow’s milk preparations to evapor- 
ated cow’s milk preparations have made the in- 
fant dependent on fresh fruit juice, canned and 
frozen fruit juice and vitamin concentrates for 
the required intake of vitamin C. 

Fresh fruits are used much more rarely now 
in an infant’s diet by physicians because of the 
availability of vitamin concentrates and because 
of the supposed relationship of the intake of 
fresh fruit to colic and to allergic rashes. The 
mother who is given a prescription of vitamin 
concentrates is often not informed of the exact 
method by which it should be administered, and 
occasionally errors are made both by physician 
and by druggist in dispensing preparations 
which in fact do not contain vitamin C. 

In prescribing vitamin preparations for infants 
it is important that the mother be informed that 
these contain vitamins A, D and C, that she be 
informed of the correct dosage required, and 
that this concentrate be administered on the 
baby’s tongue from the dropper so that there 
can be no question about the preparation being 
ingested. We believe that the ill effects of 
orange juice in the infant have been exaggerated 
and that there should be a return to the use of 
fresh orange juice in infant feeding. Frozen and 
canned orange juices contain adequate amounts 
of vitamin C, and the content does not become 
appreciably reduced under ordinary conditions 
for at least 48 hours. 


UNSOLVED PROBLEMS IN PA:DIATRICS 


As indicated in the opening remarks, leuk- 
zmia and the respiratory failure syndrome of 
the newborn constitute two of the most import- 
ant unsolved problems in peediatrics. It is most 
frustrating to feel that we now have several 
methods by which we can restore a child with 
acute leukemia to a state of comparative nor- 
mality and yet, in spite of all the measures that 
we use, these children inevitably relapse and 
die. It is a matter of great doubt whether our 
methods of treatment have actually prolonged 
their lives by more than a few weeks. The argu- 
ment that because we cannot cure them we 
should not prolong their lives is probably best 
answered by comments of the parents them- 
selves, whose attitude in almost every case is 
one of gratitude that the child was permitted a 
few extra weeks or months of comparatively 
normal health even with the outcome never in 
doubt. 

There is always of course the hope enter- 
tained by parents and physician alike that pro- 
longation of the life of a child with leukzmia 
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may bring the child into the era of cure of leu- 
keemia, which cannot be too far distant. One has 
only to think of children with diabetes in the 
early 1920’s to remember that almost overnight 
a disease which ended in early death was 
brought under satisfactory therapeutic control 
by the brilliant work of Banting and Best. It is 
not too much to hope that a similar benevolent 
fate awaits the future sufferers from leukaemia. 

It should be noted here too in our comments 
on leukzmia that increasing emphasis is appear- 
ing in pediatric literature on the danger of 
using radiation for benign lesions of the skin, 
for fitting of shoes, and for irradiating the 


mediastinum in infants whose radiographs sug- . 


gest the possibility of enlargement of the thymus 
gland. 

The problem of respiratory failure in the new- 
born period is under active investigation. The 
nature of the substance which constitutes the 
hyaline membrane formation in the lungs is 
much better understood as the result of the 
work of Gitlin in the Children’s Medical Center 
in Boston. There is still no good explanation for 
the occurrence of this condition almost exclus- 
ively in the premature, the baby born by Cesar- 
ean section, and especially the baby of the 
diabetic mother. The high incidence of hyaline 
membrane disease as a cause of death in babies 
born alive to diabetic mothers may hold the key 
to the mystery of this mysterious condition, the 
solution of which would reduce the death rate 
of babies in the first and second day of life by 
almost 50%. 





MISCELLANY 


SEVENTY-FIFTH BIRTHDAY OF 
DR. JONATHAN C. MEAKINS 


On Thursday, May 16, the staffs of Queen Mary 
Veterans and St. Anne’s Hospitals, Montreal, paid 
special tribute to Dr. Jonathan C. Meakins on his 
75th birthday, in the form of a surprise birthday 
party. The large group, which included Dr. F. Cyril 
James, principal and vice-chancellor of McGill Uni- 
versity, Colonel H. M. Hague, district administrator 
for the Department of Veterans Affairs, Montreal, 
Air Vice Marshal Adélard Raymond, president of 
the Mental Health Association, and many others, 
were assembled in the board room at Queen Mary 
Veterans Hospital when Dr. Meakins entered to 
attend what he thought was a Board meeting. 
Dr. Meakins stood speechless for a moment or so 
until he noticed the birthday cake, its top covered 
with 75 candles. 

Dr. Jules Mercier, medical superintendent of 
Queen Mary Veterans and St. Anne’s Hospitals, 
presented Dr. Meakins with an illustrated scroll 
bearing the signatures of all those present. In making 
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Left to right, Dr. Jules Mercier, medical super- 
intendent, Queen Mary Veterans and St. Anne’s Hos- 
pitals, Dr. Meakins, and Dr. Lloyd Stevenson, dean of 
medicine, McGill University. 


the presentation, he expressed the high regard that 
all held for Dr. Meakin’s many achievements and 
the deep appreciation of the happiness and inspira- 
tion that they had enjoyed through association with 
him. 

Dr. Meakins served as professor of therapeutics 
and of clinical medicine in the University of Edin- 
burgh from 1919 to 1924. Returning to Canada, he 
assumed the post of professor of medicine and chair- 
man of the department of medicine at McGill Uni- 
versity. In addition, he was dean of the Faculty of 
Medicine from 1942 to 1947. During World War 
II, Dr. Meakins served as deputy director of medical 
services, RCAMC, and was awarded the C.B.E. for 
his outstanding services. He is the only scholar to 
have received both an honorary degree and emeritus 
professorship from McGill University. Although re- 
tired from his university posts ten years ago, Dr. 
Meakins still devotes a full day to the DVA hos- 
pitals as chairman of the Assessment and Rehabilita- 
tion Board, to the Mental Hygiene Institute of 
which he is president, and to the American Heart 
Journal as editor. 

Dr. Meakins has been president of the Canadian 
Medical Association, the American College of 
Physicians, the Royal College of Physicians and 
Surgeons of Canada, and the Montreal Medico- 
Chirurgical Society. He has been honoured by uni- 
versities in Scotland, Australia and Canada. It is 
also a particularly fitting tribute that the Canadian 
Medical Association honoured him at its 90th annual 
meeting in Edmonton, June 17-21, by presenting to 
him senior membership in the Association. 

A. H. NEUFELD 
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MEDICAL MEETINGS 


CHILDREN’S HOSPITAL, WINNIPEG 


The first children’s hospital in Winnipeg‘ opened its 
doors in 1909 with only one nurse and a few beds. Last 
December the citizens of Winnipeg were happy to see 
a splendid new Children’s Hospital open its doors, with 
a bed capacity of 250. However, because it was known 
that the Canadian Pediatric Society and the North- 
West Pediatric Society were to meet this summer in 
Winnipeg, the scientific opening of the Children’s Hos- 
pital was delayed until June 12, On this day an out- 
standing scientific program was presented in the audi- 
torium of the medical school during the afternoon, fol- 
lowed by a tour of inspection of the hospital and by a 
dinner given at the Royal Alexandra Hotel in the 
evening. 


AFTERNOON SESSION 


Dr. A. E. Childe was in the chair, and the first 
speaker was Dr. Willis J. Potts, professor of pediatric 
surgery, Northwestern University, Chicago. Dr. Potts 
spoke on internal obstruction in the newborn and was 
introduced by Professor Colin Ferguson, In a delight- 
fully phrased address, Dr. Potts made many useful and 
practical points in diagnosis and treatment of intestinal 
obstruction. He began with pyloric stenosis and pointed 
out that it is always possible to feel the pyloric tumour 
in the left upper quadrant just after the child has 
vomited. Inspection will also frequently show wave 
patterns. He made the point that when a baby vomits 
green bile, something serious has happened. The child 
with duodenal atresia will vomit bile on the first day, 
and a radiograph will show the typical picture of two 
bubbles, one in the duodenum and one in the stomach. 

It is very important to know whether the child has 
passed a normal stool; if it has, the gastro-intestinal 
tract must be patent. Dr. Potts never uses barium for 
gastro-intestinal radiography in infants. It may be as- 
pirated with the vomit and may pack up in an anasto- 
mosis. A little Lipiodol is permissible. For operations 
on infants with pyloric stenosis, he recommends open 
ether anesthesia as safest. In intestinal obstruction, in- 
jection of salt solution with a few c.c. of air into the 
bowel and following this down as far as the obstruction 
will make anastomosis easier, After operation a catheter 
should be inserted through the nose into the stomach 
for 48 hours, since aspiration of vomit is the greatest 
menace, The nurse should be instructed to watch the 
stools postoperatively for the sight of undigested curds, 
a sign of patency. 

One of the most difficult problems in the surgery of 
infancy is atresia of the rectum or anus. Very few of 
these can be operated upon from below with success, 
since the bowel just will not stay down, and if there 
is the least tension on the mucosa, a fibrous stricture 
will form, It is most important to know whether such 
an abnormality communicates with the genito-urinary 
tract. The urine should be studied for meconium. Recto- 
vesical fistula occurs only in the male, and rectovaginal 
or rectoperineal in the female. At operation, a catheter 
in the bladder is a sine qua non. Dr. Potts mentioned 
that a rectovaginal fistula may be overlooked for years. 
_ Malrotation of the gut causes trouble because of ad- 
hesions binding the cecum to the posterior abdominal 
wall and compressing the duodenum. When the ad- 
hesions are cut, all will be well. 

The pzdiatricians of Red Lion Square. Dr. Alan Ross 
of Montreal gave an interesting historical lecture on 
the pediatricians who in the 17th and 18th century had 
lived in Red Lion Square, London, England. The first 
was Walter Harris, physician to William III, who 
stirred up interest in children’s diseases. The second 
was James Nelson, an apothecary, who wrote a book on 
“The Government of Children” with sections on health, 
education and manners. The third was Dr. Cadogan, 
who had sound views on the care of children. The fourth 
was John Fothergill, the most distinguished physician 
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of his day in London, and an enthusiastic horticulturist 
and naturalist. The fifth was George Armstrong, a Scots- 
man who wrote an essay on the diseases most fatal to 
infants and opened the very first pediatric clinic in the 
world in Red Lion Square. 

Kernicterus and prematurity were discussed by Pro- 
fessor John Gerrard, professor of pzdiatrics, University 
Hospital, Saskatoon. He began by outlining the history 
ot kernicterus or nuclear jaundice, whose relation to the 
serum bilirubin level was demonstrated in 1952. It is 
now known that kernicterus might have a variety of 
causes, besides Rh or ABO incompatibility; for instance, 
there are cases where an inborn familial error of meta- 
bolism causes a high indirect bilirubin level. The pig- 
ment which collects in the basal nuclei of the brain is 
indirect bilirubin. Two factors might produce kernicterus: 
(1) hemolysis; (2) inability of the liver to convert in- 
direct to direct bilirubin. This conversion simply involves 
the addition of two glucuronic acid molecules to bilirubin. 
Exchange transfusion is the accepted therapy for this 
condition. 

Dr. Gerrard then speculated on the relationship be- 
tween prematurity and kernicterus. In kernicterus asso- 
ciated with prematurity, the disease appears later and 
death occurs later than in kernicterus associated with 
hzmolytic disease of the newborn. The highest bilirubin 
level appears on different days in the normal and in 
the premature. It is difficult to forecast from serum bili- 
rubin estimations in prematures whether severe kernic- 
terus will occur or not; changes in the level should be 
noted daily. 


THE BANQUET 


The banquet to celebrate the occasion was held in the 
Alexandra Room of the Royal Alexandra Hotel, Win- 
nipeg. Four hundred persons sat down to an excellent 
dinner at which greetings were brought from the 
Government of Manitoba by the Honourable Douglas 
Campbell; the Canadian Pediatric Society by its presi- 
dent, Dr. Harry Medovy, professor of pediatrics, Win- 
nipeg; the North-West Pediatric Society by its president, 
Dr. Elizabeth Lowery; the American Pediatric Society 
and the American Academy of Pediatrics by Dr. Milton 
Senn; the International Pediatric Association by Dr. 
Alan Ross of Montreal; the American College of Sur- 
geons, the Manitoba Medical Association, the University 
of Manitoba, and its Faculty of Medicine. The guest 
speaker, who was introduced by Dr. Wallace W. Grant, 
was the well-known professor of pediatrics from Yale 
University, Dr. Milton Senn. He spoke on the changing 
role of children’s hospitals. Hospitals, said Dr. Senn, do 
not develop in vacuo. The relation between the hospital 
and its environmental society is reciprocal and change- 
able; if the hospital does not respond to changes in 
society, it will cease to perform its function. A children’s 
hospital is particularly fiable to change because of the 
changeableness of pediatrics. 

Dr. Senn referred to studies made in the Department 
of Pediatrics at Yale, in which sociologists have been 
brought in and have studied such types of pediatric 
problem as the kinds of disease requiring admission, 
the results of admission, and the age distribution of 
hospitalized children. He gave many instances of trends 
in hospital admission and the manner in which they 
had changed over a period of seven years. This survey 
of the past and analysis of the present had influenced 
the provision of beds for the future in the community. 
Studies had been made in the emergency room and the 
out-patient department, and of the degree of co-opera- 
tion with the physician. The latter was correlated with 
social class, but even the highest class proved to have 
some rather naive ideas, e.g. about penicillin and im- 
potence. Dr. Senn referred to and supported the pleas 
of Dr. Lightwood of London, England, on home care 
programs; he saw teaching value in this for the parents 
and a better parent-child relationship. The general prac- 
titioner feels Tele if a severely ill child is in hospital, 
but he must be given confidence in his ability to manage 
children at home, and this confidence should be im- 
planted in him at the student and intern stages. 
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Dr. Senn then discussed mental illness in children, 
a subject for which he is noted. The children’s hospital 
of the future must face the problem of dealing with 
these cases and must realize the cost of treating them. 
The psychiatrist and the pediatrician must work to- 
gether on them. Dr. Senn did not believe that paediatrics 
could develop further without psychiatry, or rather 
medical psychology. 

Whereas children’s hospitals used to be a miniature 
copy of adult hospitals, with detriment to their child 
patients, they now had developed on different lines; 
the need was realized for flexible visiting hours, and 
parents were encouraged to come and see children or 
to live in, or at least to telephone their children at bed- 
time. The out-patient department, contrary to what used 
to be thought, needed the most skilled personnel. The 
man in the O.P.D. might have to solve his problems 
alone, as does the practitioner outside. The O.P.D. 
should keep as many of its patients as possible within 
its own ambit for management, using consultation 
where necessary, Patients would then get one and only 
one adviser. Dr. Senn thought that the trend would 
likely be towards more out-patient care of sick chil- 
dren, and less in-patient treatment. As community serv- 
a developed, the hospital must also go out to meet 
them. 


A most enjoyable evening ended with a vote of thanks 
to Dr. Senn by Dr, Harry Medovy. 


POSTSCRIPT 


Visitors to the Children’s Hospital were greatly im- 
pressed by its bright and cheerful appearance, its 
attractive layout, and such up-to-the-minute facilities 
as the high-humidity room. There is no doubt that it 
will stand comparison with any other on this continent. 
The enterprise of the Winnipeg group was equally 
well shown by the quality of the scientific program on 
June 12. It is hoped to publish the material at a later 
date in this Journal. 





ONTARIO MEDICAL ASSOCIATION 


The Scientific Program of the O.M.A. Convention in 
Toronto in May opened with a review of salient points 
in the control of infecfions. The development of resistant 
strains of bacteria, particularly of staphylococci, is a 
major issue in the battle against sepsis. One must return 
to the strict aseptic technique and isolation methods of 

re-antibiotic days. Superinfections and overgrowth by 
ungi further complicate the problem. Times have 
changed _ since the first child was treated at the Sick 
Children’s Hospital in 1942 with 5000 iu. of penicillin 
q.4h. for staphylococcal septicaemia with full recovery. 
The hospital wards have become a formidable breeding 
place of resistant strains. As one lecturer so aptly said: 
reducing the number of visitors would certainly cut 
down on the introduction of new strains in the hospital— 
just as it may diminish the spreading of old ones in 
the general population. Certain centres are using hexa- 
chlorophene regularly on the skin of newborn babies with 
good results, and, along the same lines, one of the lec- 
turers is in the process of experimenting with the irriga- 
tion of wounds with antiseptic solutions. Animal experi- 
mentation has so far given him promising results. 


Except for a diversion on the treatment of acne the 
afternoon program was concerned with diseases of the 
arteries. Dr. Ancel Keys said that the amount of sat- 
urated fat in the diet has an influence on the cholesterol 
level and the development of atherosclerosis is becoming 
gradually clearer as a result of world-wide surveys. 
Coronary heart disease, of minor importance as a cause 
of death of Japanese in their homeland, rates just as 
high in the Nisei as in patients of Caucasian descent in 
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Los Angeles. Aortic aneurysms and occlusions call for 
heroic measures such as arterial grafting. Although 
homografts give the best results, circumstances occasion- 
ally force the operator to use synthetic prostheses. The 
disfiguring and psychologically upsetting lesions of acne 
could be improved by repeated and frequent use_ of 
such lowly therapeutics as soap and water. Sulphur 
lotion, u.v. light and x-radiation judiciously applied can 
produce good results. Manipulation of the lesions or the 
topical use of antibiotics, calamine lotion or hormonal 
creams is to be deprecated. Gonadotropins are the most 
recent therapeutic approach. 


Dr. J. C. C. Dawson of Peterborough delivered the 
Presidential address at a luncheon held in the roof 
garden. Dr. Dawson issued a warning to the profession 
to the effect that the O.M.A. must have a clear-cut 
policy towards health insurance. He pointed out that 


. the methods and the days of the horse-and-buggy doctor 


were not applicable any longer. The present standard 
of medical care is immensely higher than that prevalent 
in those days. Dr. Dawson painted a picture of the old 
family doctor who was available night and day, often 
working himself to death and leaving a pittance of an 
estate. He insisted that this should not take place any 
longer, since the greater part of the population now 
has at its disposal means of insuring itself against the 
high cost of medical care; the public has to be educated 
regarding fees and this should form an important public 
relations objective. 

The morning of the second day was devoted to psychi- 
atry and neurology. Common behaviour problems of 
childhood include enuresis and difficulties in communica- 
tion. The child of left-handed or ambidextrous parents 
may be late in developing adequate means of communi- 
cations with his environment. Just as his parents may have 
been inarticulate children in their day, the young patient 
is likely to be left-handed or ambidextrous himself. The 
truly silent child may turn out to be a young schizo- 
phrenic who, in the words that parents will so com- 
monly use in their presenting complaints, “seems to be 
living in a world of his own”.—The last 20-odd years 
have witnessed the progress accomplished from such ill- 
defined clinical entities as brachial neuritis and sciatica 
to herniation of intervertebral discs or similar cord 
lesions, in explaining the same syndromes. The notions 
of dural sleeve fibrosis and of osteophytosis were intro- 
duced.—Post-traumatic epilepsy is a diagnosis comforting 
to the relatives as it relieves them from the stigmata of 
idiopathic epilepsy. Post-traumatic or concussional syn- 
drome, made up mostly of subjective complaints such as 
headache, dizziness, loss of memory, insomnia and 
diminished power of concentration, should be dealt 
with through early termination of the investigation, re- 
assurance and the prompt and definitive settling of any 
litigious action involving compensation to which the 
patient may be entitled—In the “Positive Signs of 
Psychiatric Diagnosis” the main headings of diagnosis 
were reviewed and the history, physical appearance and 
behaviour usually associated with them were described. 
Although purposely kept on an elementary plane, this 
semeiotic approach served as a useful and interesting 
refresher. 

The scientific session of Friday afternoon included 
papers on peptic ulcer and APC viruses, recently re- 
viewed in this Journal, The importance of acute laryngo- 
tracheo-bronchitis in children was emphasized, Success- 
ful treatment rests on early diagnosis and includes steam 
inhalations, sedation and antibiotics. In severe cases, 
tracheotomy may have to be performed.—The recogni- 
tion and early management of ophthalmologic emergen- 
cies were outlined.—The intradermal test dose of tetanus 
antitoxin not only gives no valuable information as to 
the sensitivity of the patient, but has actually been re- 
corded as a cause of anaphylaxis. Although the use of 
various dilutions for test doses may be helpful, the most 
practical criterion is the eliciting of a history of previous 
administration of horse serum, The effective level of 
protection afforded by A.T.S. is inversely proportional to 
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the sensitivity reaction produced. The most logical way 
of solving this problem would probably be the produc- 
tion of antitoxin from a source other than the horse. 
—The new and controversial hypoglycemic oral factor, 
tolbutamide, was presented. This drug probably acts 
by stimulating the production and potentiating the action 
of insulin, The toxic reactions so far encountered are not 
so frequent as those of BZ-55. Maximum hypoglycemic 
effect may be delayed for two weeks. Being no replace- 
ment for diet and insulin, it is of no value in the treat- 
ment of ketosis or acidosis, Approximately 15% of all 
diabetics may eventually derive benefit from this drug 
as an adjunct to standard therapy. The drug having been 
studied here for only 18 months, great caution was 
recommended in its adoption by the profession. 





CANADIAN DERMATOLOGICAL 
ASSOCIATION 


The 11th Annual Meeting of the Canadian Derma- 
tological Association was held in London, Ont., May 16 
to 18, 1957. Thirty-nine members and 10 guests were 
present. A clinical session was held at the Victoria Hos- 
pital on Thursday, May 16, and the following papers 
were read at the Hotel London on Friday and Saturday, 
May 17 and 18: Presidential address—Dr. G. B. Sexton, 
London; Boric acid poisoning—Dr. H. Kingma, Ottawa; 
Arsenical keratoses and their relationship to visceral car- 
cinoma—Dr, M., Rosset, Toronto; A case report of herpes 
gestationis— Dr. C. Danby, Kingston; The future of x-ray 
in dermatology—Dr. D. Kindel, Cincinnati, Ohio; Un- 
familiar skin manifestations of internal disease—Dr. P. 
Wilson, Windsor, Ont.; A case report of leprosy—Dr. N. 
Wrong, Toronto; The use of aminopterin in the treat- 
ment of psoriasis—Dr, W. Pace, London; A case of 
xeroderma pigmentosum treated by planing—Drs. B. Hel- 
ler and H. Whitkov, Montreal; The present status of 
vitamin A—Dr. R. Burns, Detroit; A case report of epi- 
dermolysis bullosa—Dr. T. Monks, Montreal; An out- 
break of ringworm due to Microsporum lanosum—Dr. A. 
R. Birt, Winnipeg; Compensation problems for the der- 
matologist—Dr. W. Garbe, Toronto; Sound film on skin 
planing—Dr. D. Kindel, Cincinnati. 

On Thursday evening the President, Dr. G. B. Sexton, 
and Mrs. Sexton received the members and guests at a 
cocktail party and buffet dinner at the Stratford Country 
Club, after which the party was taken on a conducted 
tour of the new Shakespearean Festival Theatre. The 
annual dinner, held at Hook’s Restaurant, two miles 
south of London, on Friday, May 17, was enhanced by 
Professor E. G. D. Murray’s address. 

The following officers were elected for 1957-58: 
President, Dr. D. S. R. Howell, Halifax; Vice-President, 
Dr. R. R. Forsey, Montreal; Secretary, Dr. G. E. Craig, 
Montreal; Regional Secretary, Dr. H. I. Goldenberg, 
Halifax; Historian Archivist, Dr. R. R. Forsey; Council- 
lors—Dr. G. B. Sexton (London), Dr. A. R. Birt (Winni- 
peg), Dr. J. Grandbois (Quebec), Dr. S. E. Grimes 
(Ottawa), Dr. N. Wrong (Toronto), and Dr, B. Kanee 
(Vancouver). 





AMERICAN MEDICAL 
ASSOCIATION 


The annual meeting of the American Medical Asso- 
ciation was held from June 3—June 7 in New York City. 
The business meetings of the Association were held at 
the convention hotel, the Waldorf-Astoria, and the 
scientific sessions and scientific and technical exhibits 
were at the Coliseum. This was the 106th annual meet- 
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ing of the A.M.A. and the 110th year of its existence. 
On Monday, June 3, Dr. Dwight H. Murray, the out- 
going President from Anapa, California, made his final 
report to the House of Delegates. In his report he 
urged physicians to give their best to patients, for satis- 
fied patients are the first line of defence against govern- 
ment domination of the medical profession. He said 
that the three chief complaints he had heard on his 
tour had been of inability to obtain a doctor when 
needed, inability to obtain doctors at night or over 
weekends and holidays, and occasional overcharging. 
He thought that the number of graduates was adequate 
to deal with the nation’s health needs, and that the 
distribution of doctors was by and large good. During 
his term of office he had stressed three things: the 
personal touch in medicine, the need for freedom in 
medical practice, and professional unity. He said “The 
cold, brisk and impersonal attitude towards patients is 
on its way out, and I say ‘Good riddance’ ” 


On Tuesday evening, Dr. David B. Allman, an 
Atlantic City surgeon, was installed as the 111th A.M.A. 
President. The ceremony was witnessed by 2000 phy- 
sicians and their wives in the grand ballroom of the 
Waldorf-Astoria, at which two other awards were made, 
one to Dr. Tom D. Spies, winner of the 1957 A.M.A. 
Distinguished Service Award for his research and con- 
tributions in the science of human nutrition at North- 
western University Medical School, Chicago, and the 
Nutrition Clinic at Birmingham, Alabama; and to Mr. 
Henry Viscardi, Jr., of West Hempstead, New York, for 
distinguished service by a layman. Mr. Viscardi, born 
without legs, is founder and president of Abilities, Inc., 
a company employing only severely handicapped persons. 
The president-elect of the American Medical Association 
is Dr. Gunnar Gundersen of La Crosse, Wisconsin, 
Chairman of the Board of Trustees. 





THE LONDON LETTER 


(From our own correspondent) 


THE CnrIsIs 


On May 1, a special representative meeting of the 
British Medical Association decided that circumstances 
had so changed the position that a decision on the ques- 
tion of giving evidence before the Royal Commission 
should be deterred until the next meeting of the Repre- 
sentative Body, and that the decision on withdrawal 
from the National Health Service should also be de- 
ferred. So ends the first chapter in what might not un- 
justifiably be described as “The Decline and Fall of 
the Medical Profession”. Editorial comment in a recent 
issue of the British Medical Journal ends on a note of 
pathetic anticlimax: “The Government is succeeding in 
imposing its will on the profession, and as the paymaster 
has the whip hand.” Whilst this probably represents the 
official view within the Association, it is but a half-truth. 
There have been faults on both sides, and the only hope 
of slowing up the rate of progress to a whole-time nation- 
alized Service, upon which Socialist ex-Ministers are 
re-insisting with renewed emphasis, is for the profession 
to put its own house in order. A little more emphasis 
upon maintaining professional standards would repay 
a handsome dividend in the difficult days which lie 
ahead. Meanwhile, there is little doubt that at its next 
meeting the representative body of the Association will 
decide to co-operate with the Royal Commission, as the 
consultants have already agreed to do. What is almost 
equally probable is that it will decide to hold in reserve 
the plan for a mass withdrawal from the Service. 
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POLIOMYELITIS VACCINATION 


Last year poliomyelitis vaccination was stopped at the 
end of June. In view of the evidence now available from 
various countries, including Canada, the Minister of 
Health has decided that this year vaccination need not 
be suspended during the period when the disease is 
prevalent. The precise significance of this ruling, how- 
ever, is djeuhtbel in view of the continuing shortage of 
British-produced vaccine. There is now a strong move- 
‘ment afoot to persuade the Government to import 
American vaccine as a temporary measure, but so far 
the Minister has proved adamant in his approach to 
such a step. The story of poliomyelitis vaccine over here 
is such a tangled skein that it is virtually impossible to 
decide to what extent political considerations are over- 
weighing expert advice. On this question of importing 
American vaccine the present Minister is proving as 


perversely vague as his predecessor did on the question 


of inexplicable delays in production of vaccine. 


THE WELLCOME TRUST 


The Wellcome Trust, which was established by the 
will of the late Sir Henry Wellcome, is unique among 
charitable bodies assisting scientific and medical research 
in that its income is derived from a large pharmaceutical 
organization in which the trustees hold all the share capi- 
tal. In the first report published by the Trust, which 
covers the first twenty years of its activities—1937-56— 
it is reported that the trustees have distributed £1,170,- 
164. jong the outstanding grants made by the Trust 
have been £135,000 to the Royal College of Surgeons of 
England for the construction and equipment of the 
Wellcome Research Museum of Anatomy and Physiology 
and the Wellcome Research Museums of General and 
Special Pathology, and £125,000 to the Royal Society of 
Medicine for the construction and equipment of the 
Wellcome Research Library. The Trust has also made 
a grant of $140,000 towards the Wellcome Research 
Professorship of Anzsthesiology in McGill University. 


CHAIR OF VIROLOGY 


The first chair of virology in Great Britain is to be 
established in the University of Glasgow, as a result of a 
grant of £225,000 by the Scottish Hospital Endowments 
Research Trust, the organization which administers a 
sum in excess of £2 million, formerly part of the funds 
of the Scottish voluntary hospitals. The main aim of the 
new Department, which is expected to begin work in 
1960, is fundamental research into virus diseases of man, 
animals and plants. ~* 


CuinicaL GENETICS RESEARCH UNIT 


The Medical Research Council has established a 
Clinical Genetics Research Unit, under the directorship 
of Dr. J. A. Fraser Roberts, lecturer in medical genetics 
in the University of London. The program of the Unit, 
which will be housed at the Institute of Child Health, 
The Hospital for Sick Children, Great Ormond Street, 
includes the investigation of congenital malformations 
and hereditary abnormalities and diseases. 

London, June, 1957. WititiaM A. R. THomMson 





WORLD MEDICAL ASSOCIATION 


The Council of the World Medical Association con- 
vened in its 29th Session in Oslo, Norway, April 29 to 
May 5, 1957. Dr. Hugh Clegg (U.K.) was elected to 
fill the casual vacancy on the Council resulting from 
the untimely death of Sir Lionel Whitby. Dr. Marcel 
Poumailloux (France) was appointed Regional Secre- 
tary for Europe and Africa. Prof. Dr. L. A. Hulst 









Canad. M. A. J. 
July 1, 1957, vol. 77 


(Netherlands) was clected Chairman of the Medical 
Education Committee. 

The following topics were approved for discussion 
at forthcoming sessions of the Medical Editors’ Meet- 
ing in connection with General Assemblies: 


1957 
Istanbul, Turkey 


1. The role of the press in the education of the 
public on health programs. 
A. The Medical Press 
B. The Lay Press 
1. The Doctor’s Contribution 
2. The Contribution of the Non-Medical or 
Science Writer. 
2. Integration of medical journals to reduce the num- 
ber and improve their content. 


1958 
Copenhagen, Denmark 
1. Measures to facilitate publication. 
A. Methods of Printing 
B. Postal Rates for Scientific Publications 
C. Miscellaneous 

2. Analysis of means of obtaining contributions from 
doctors for maintenance of medical publication. 

The Council designated various individuals to repre- 
sent the World Medical Association at international 
and national medical meetings. These were: 

Harveian Tercentenary Congress—Dr. Hugh Clegg 


(U.K.). 

12th International Dental Congress—Prof. Dr. A. 
Spinelli (Italy). 

10th International Hospital Congress—Dr. Lorenzo 


Garcia-Tornel (Spain). 

10th Annual Meeting, World Federation for Mental 
Health—Dr. Carl Clemmesen (Denmark). 

Centenary Meeting, Danish Medical Association—Dr. 
Ermst Fromm (Germany) and Dr. Dag Knutson 
(Sweden). 

60th Annual Conference—German Medical Associa- 
tion—Dr. Dag Knutson (Sweden). 

The Editorial Board and the Council approved a 
plan to devote each issue of the World Medical Journal 
to a special subject such as “Medical Education”, “The 
Role of the Family Doctor”, “Health Education of the 
Public”, and “International Medical Organizations”. 
The correspondents from five or six countries will be 
asked to contribute short articles on these subjects as 
they are applied in or relate to their own country. 


UnITED STATES COMMITTEE 


The United States Committee of the World Medical 
Association held its second annual meeting on June 4, 
1957, in the Waldorf-Astoria Hotel, New York City, 
on the occasion of the annual meeting of the A.M.A. 
The salient feature of this meeting was the extra- 
ordinarily good attendance and the obvious enthusiasm 
of the physicians and others who had come to hear 
something of the current projects of the W.M.A., and its 
U.S. supporters. Dr. Austin Smith, Editor of the J. A. M. 
A., was in the chair, and among those asked to speak 
at the meeting was Dr. T. C. Routley, of Toronto. 
Dr. Victor Johnson reported on the preparations for 
the second World Conference on Medical Education, 
to be held in Chicago in 1959. This conference will 
have as its theme “Medicine—A Life-Long Study”. In 
addition to plenary sessions there will be sections 
concerned with basic clinical training, advanced train- 
ing for general and special practice, the development of 
teachers and investigators, and the continuation of educa- 
tion in postgraduate and graduate programs. Dr. Raymond 
Hammond will be president of the conference, and 
the work of the four sections will be summarized on 
the last day by rapporteurs. Dr. Louis Bauer told the 
Committee of work in progress for obtaining govern- 
mental recognition of a civil defence emblem for 
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civilian physicians in time of war or revolution, so 
that they may be protected in doing their work. 
At present only military physicians are covered by the 
Red Cross emblem. The proposal for a central re- 
pository for medical credentials, as well as a proposed 
library project’ for the U.S. Committee, was’ considered. 

Speaking on the importance of international contacts, 
Dr. Gunnar Gundersen said that one of the most im- 
portant functions of WMA was its contact with the 
governmental international bodies such as WHO and 
ILO. WMA was the only independent spokesman for 
the medical profession, and its liaison with these bodies 
was becoming more and more important. Dr. Marvin 
H. Olson, Chairman of Membership of the U.S. Com- 
mittee, reported that 5000 United States doctors were 
now members of the World Medical Association. They 
felt that they were protecting medical freedom for 
posterity. Every doctor should be a member of his 
international organization, as well as his local and 
national organizations. 

Dr. Bauer mentioned a very recent example of one 
of the things that an international organization of the 
medical profession could do at short notice. A serious 
influenza epidemic was raging in the Philippines and 
only the previous week, through the co-operation of the 
Burroughs Wellcome Co., badly needed drugs had been 
sent out from the U.S.A. to meet a current shortage. 





ABSTRACTS from current literature 


MEDICINE 


Pulmonary Stenosis with Left-to-Right 
Physiological Variant of Fallot’s Tetralogy. 


F. Basnour et al.: Dis. Chest, 31: 423, 1957. 


Shunt: A 


One combination of cardiac anomalies not previously 
recognized but now encountered with increasing fre- 
quency is that of pulmonary stenosis, ventricular septal 
defect, and preponderant left-to-right shunt through the 
ventricular septal defect. This has been recognized in 
both the pure form and in combination with other cardiac 
deformities. In this investigation the author studied eight 
adult patients, ranging in age from 17 to 53 years, who 
presented with this combination. In only one instance 
was cyanosis present at rest. 

In addition to the history and physical examination, 
electrocardiography and cardiac fluoroscopy were done. 
In each instance, cardiac catheterization was carried out 
by the usual techniques and blood gas analyses were 
done. Pressures were recorded through the cardiac 
catheter, and cardiac output and the left-to-right shunt 
were determined by the application of the direct Fick 
principle. 

The presenting complaint was dyspnoea on effort with 
the exception of one patient who had no symptoms what- 
soever. No patient in the group was thought to be 
severely disabled. All were either gainfully employed or 
were students, One, aged 53, was cyanotic at rest. Four 
had noted cyanosis of a mild degree on exertion, and 
two had developed syncope with effort. In no instance 
was there evidence of congestive heart failure. The 
objective physical findings in this group of cases were 
remarkably similar. A loud systolic murmur with thrill 
could be heard along the left sternal border in the 
third intercostal space. The pulmonary second sound was 
not remarkable. In only one instance was cyanosis or 
clubbing of the nailbeds apparent. The heart was not 
enlarged on physical examination. In five of the eight 
cases a distinct precordial bulge was seen. The laboratory 
findings of interest included hemoglobin values ranging 
from 14.0 to 18 g. %. The electrocardiograms uni- 
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formly shoved right ventricular hypertrophy patterns. 
Cardiac fluoroscopy in all but one instance showed slight 
to moderate enlargement of the right ventricle and con- 
siderable prominence of the pulmonary artery segment 
with, however, normal peripheral pulmonary vasculature. 

This combination of lesions seems to be relatively be- 
nign and to be accompanied by a good prognosis both 
for functional capacity and long-term survival. It is 
theoretically and actually completely correctible with 
surgical techniques now at hand. The risk, however, 
seems to excessive at the present time in view of 
the relatively small degree of functional impairment 
present in this syndrome. The proper term for designat- 
ing such cases would seem to be the descriptive one 
of pulmonary stenosis, ventricular septal defect, and 
preponderant left-to-right shunt. However, in view of 
the cumbersomeness of this descriptive title it would 
seem preferable and permissible to refer to such cases as 
“acyanotic tetralogy of Fallot”. S. J. SHANE 


Current Indications for the Surgical Correction of 
Mitral Stenosis. 


H. Biack AaNnp D. E. Harken: Am. Heart J., 53: 439, 
1957. 


Disabling mitral stenosis can generally be relieved by a 
satisfactory valvuloplasty. The responsibility of the physi- 
cian in this situation has been increasing over the past 
few years. In the early phases—that is, in what may be 
described as a trial period—the physician’s and surgeon’s 
responsibility consisted in salvage of terminal patients. 
In the second phase, earlier surgical intervention was 
recommended for patients whose situation was hazard- 
ous, but who had “pure” mitral stenosis, and in whom 
the surgical risk was low and the chances of rehabilita- 
tion great. The third phase, in which we now find 
ourselves, extends surgery to multivalvular problems. 

The writers, in this paper, use their first 500 patients 
who had valvuloplasty for mitral stenosis as a pilot study. 
This group has been followed up for a mean period of 
more than three years., Of the first 100 patients who 
were operated on, those in less serious condition had a 
surgical mortality of 14%, while those who had pro- 
gressed’ further had a surgical mortality of 32%. In the 
last 400 patients, the surgical mortality in the less serious 
group was 3.5% and that in the more serious group 
was 24%. It is also noted that, in the second group 
of 500 operations carried out by these workers, the 
surgical mortality in the less seriously affected patients 
was 20%. It would appear, therefore, that once a pa- 
tient has reached a far-advanced stage in his mitral 
disease the surgical mortality will be extremely high, 
irrespective of the technical excellence and perfection 
of the surgical procedure. 

The writers recommend, therefore, that consideration 
be given to surgery in a much earlier stage than has 
previously been suggested, and they also indicate that 
many complications, previously considered deterrents to 
surgery, are now no longer considered in this light. 
Specifically, age over 50, auricular fibrillation, moderate 
mitral insufficiency, calcification of the mitral valve, asso- 
ciated valvular disease, and suspected rheumatic activity 
are no longer considered contraindications to operation. 

S. J. SHANE 


Electrocardiographic Indications of Significant Mitral 
Insufficiency in Patients with Mitral Valve Disease. 


C. ——— AND F. GLENN: Am. Heart J., 53: 359, 
1957. 


During the past 10 years, surgical correction of mitral 
stenosis has become an accepted procedure in an increas- 
ing number of patients. This has made it important to 
diagnose preoperatively the degree of competence of the 
mitral valve as well as the degree of stenosis. At present, 
our facilities for diagnosing significant mitral insufficiency 
in patients with rheumatic mitral valve disease are 
imperfect. Thus, many series of mitral commissuro- 
tomies include cases in which surgery revealed unex- 
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pected predominant mitral insufficiency. This paper 
reports some electrocardiographic features of significant 
mitral insufficiency, which came to the attention of the 
writers during the first 126 operations for mitral valve 
disease at the New York Hospital, New York, 1950— 
1954. 

From this series, electrocardiographic criteria were de- 
rived which, in many instances, accurately selected those 
patients with significant mitral insufficiency, hyperten- 
sion, aortic valve disease, or any combination of these 
three conditions. These criteria are as follows: 

(a) Sv: equal to or greater than 10, (b) Svz equal to 
or greater than 26, (c) Rvs equal to or greater than 15, 
and (d) Sv: or v2 = Rvs or ve equal to or greater than 
34. 

It should be noted and emphasized that, in the 
presence of atrial fibrillation, these criteria were entirely 


specific, e.g., they occurred only in patients thus pre- .. 


disposed in some way to left ventricular hypertrophy. 
It should be also carefully noted that these criteria were 
unsatisfactory when applied to cases with regular sinus 
rhythm, because they yielded a high number of false- 
positive results. 

It would thus seem clear that, in the presence of atrial 
fibrillation, the electrocardiographic criteria referred to 
above will, with a reasonable degree of accuracy, select 
those patients who are predisposed to left ventricular 
hypertrophy. Such hypertrophy may, of course, be due 
to aortic disease, hypertension, or mitral insufficiency 
superimposed on mitral stenosis. In many cases, there- 
fore, these electrocardiographic criteria will act as a 
guide as to whether complicating mitral insufficiency is 
present, as well as mitral stenosis. S. J. SHANE 


SURGERY 


The Surgical Treatment of Total Anomalous Pul- 
monary Venous Drainage. 


W. T. Mustarp AND F. G. Doran: Ann. Surg., 145: 
379, 1957. 


A technique for the correction of total anomalous drain- 
age of the pulmonary veins used in 12 cases at the 
Hospital for Sick Children, Toronto, is described. The 
patients varied in age from six weeks to seven years and 
had histories of bouts of cyanosis and poor weight gain. 
All had increased cardiothoracic ratios, the “snowman” 
appearance on fluoroscopy, and right ventricular hyper- 
trophy in the electrocardiogram. 

An anastomosis between the left atrial appendage and 
the so-called “left superior vena cava” with subsequent 
distal ligation of the latter is the principle in diverting 
blood flow from the right to the left atrium, Of the three 
patients operated upon at normal body temperature, 
none survived, but four out of nine operated on at 28° 
C. were operated upon successfully. Either an atrial 
septal defect or a patent foramen ovale remains. Experi- 
ence showed that the common channel should be con- 
stricted rather than tied, for the left heart is small. 

Burns PLEWES 


Transpleural CEsophagofundostomy in Cardiospasm. 


P. I. Locvinenxo: Klinitsheskaya Meditsina, vol. 35, 
No. 2, p. 45, 1957. 


Ninety cases of transpleural cesophagofundostomy for 
cardiospasm have been reported in the Russian literature. 
Complete cure or improvement is reported for 63 
patients; 4 had recurrences and 4 (5.6%) died. In 19 
cases the results are not given. The author himself 
operated on 5 patients. 

Local infiltration anesthesia with 0.25% procaine is 
used. The mediastinal pleura is opened to the dia- 
phragm, and the diaphragm is incised. The fundus of 
the stomach is pulled into the pleural cavity and sutured 
to the lateral wall of the dilated cesophagus. The ceso- 
phagus-stomach wall is opened and a second tow of 
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sutures is placed through all the layers of the anterior 
and posterior walls of the newly formed anastomosis. 
The anterior end of the anastomosis is terminated with 
another row of seromuscular sutures. The fundus is 
sutured to the diaphragm, and the pleural cavity is 
closed in layers. 

Among those operated on were 4 men aged 19-20 and 
one woman aged 30. In only one patient was the 
disease due to trauma; in the others no clear cause 
of cardiospasm could be detected. 

All of the author’s patients recovered, with full func- 
tion of the cesophagus. They put on weight and had no 
complaints. The follow-up was from six months to 
three years. 

Two case reports are discussed in detail. 

V. R. JABLOKOW 


Postoperative Results of Gastric Resection in Ulcer, 
Polyposis and Cancer, 


I. M. Poeovian: Klinitsheskaya Meditsina, vol. 35, 
No. 2, p. 39, 1957. 


In the author’s clinic 826 resections of the stomach for 
ulcer, cancer and polyposis were performed in the period 
1950-55. Out of 619 patients admitted with ulcer of the 
stomach or duodenum 494 (79.9%) were operated on. 
Surgical treatment is indicated in patients with compli- 
cated ulcers when conservative treatment has proved 
unsuccessful, Gastric resection is considered to be the 
most effective method and was performed in 470 cases. 
Gastroenterostomy was done in 21 cases, Of the patients 
84.3% were male and 15.7% were female; 46% of these 
operated on were under 40 years of age. The postopera- 
tive mortality was 1.4%. 

Eighty-three gastric resections were performed for 
polyposis; in 24 cases the polyps were malignant, Among 
the patients with benign polyposis one died of throm- 
bosis. 

The percentage of radical gastric resection for cancer 
has increased during recent years. Among 626 patients 
in hospital with gastric cancer 524 were operated on. 
Old age, anemia and cachexia are not considered to be 
contraindications for a radical intervention. In most of 
the patients on whom the operation was not performed, 
the tumour had metastasized. Thirty-nine per cent of the 
patients were women. Only 14.3% were under 40 years 
of age; 17.3% were over 60 years old. Two hundred and 
ninety-nine gastric resections were performed, The post- 
operative mortality was 4.3%. V. R. JABLoKOow 


OBSTETRICS AND GYNAZXCOLOGY 


Modern Trends in the Management of Face and Brow 
Presentations. 


A. C. Posner, S. FRIEDMAN AND L. B. Posner: Surg. 
Gynec. & Obst., 104: 485, 1957. 


Contracted pelvis, prematurity and fetal abnormalities 
(usually anencephaly) predispose to face and brow pre- 
sentations. In half of the cases, labour will be uneventful 
and the diagnosis not made until delivery. The other 
half will present the problems. 

Roentgenography for diagnosis and for pelvimetry is 
an essential factor in the management. Unless there are 
complicating factors, a generous trial of labour should 
be allowed. The high incidence of spontaneous deliveries 
in brow as well as face presentations justifies this policy. 
The prognosis for spontaneous delivery in anterior 
positions of the fetus is excellent. Persistent transverse 
and posterior positions are the main challenge to the 
obstetrician. 

Version and extraction and manual conversion to an 
occiput presentation should no longer be used. In a 
series of 125 cases, 12% were delivered by Cesarean 
section. 

Under the method of treatment 
and fetal mortality in face and 
should not be greater than normal. 


resented, maternal 
row presentations 
Ross MIrcHELL 
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THERAPEUTICS 


Comparative Theophylline Blood Levels Following 
the Oral Administration of Three Different Theo- 
phylline Preparations. 

J. Scuiucer et al.: Am. J. M. Sc., 233: 296, 1957. 


The purpose of this study was to determine the height 
and rapidity of onset of blood levels of theophylline 
reached after the oral administration of three xanthine 
compounds containing equivalent amounts of theo- 
phylline. The products used were (1) an alcohol-water 
solution of theophylline containing 20% ethyl alcohol 
and 80 mg. theophylline per 15 ml.; (2) choline 
theophyllinate (Choledyl), 64% theophylline; and (3) 
theophylline ethylenediamine (aminophylline USP), 78 
to 82% theophylline. 

The results indicate that: (1) The oral administration 
of an alcohol-water solution of theophylline produces a 
high blood theophylline level in 15 minutes. (2) The 
theophylline blood levels after oral administration of 
equivalent amounts of an alcohol-water solution of 
theophylline, choline theophyllinate and aminophylline 
were higher at 15, 30 and 60 minutes after the alcohol- 
water solution of theophylline than with the other 
medications tested. (3) A significant blood theophylline 
concentration persists at least four hours after the ad- 
ministration of the alcohol-water solution of theophylline. 

S. J. SHANE 


INDUSTRIAL MEDICINE 


Respiratory Symptoms and Pulmonary Disability in 
an Industrial Town. Survey of a Random Sample of 
the Population. 


I. T. T. Hiccrns et al.: Brit. M. J., 2: 904, 1956. 


In November 1954 the Pneumoconiosis Research Unit 
made a survey of 245 men aged 55-64 in Leigh, Lanca- 
shire. Prevalence of respiratory symptoms and disability 
was compared in miners and ex-miners and in men who 
had worked only in other occupations. Comparison was 
made also of this incidence in miners or ex-miners with- 
out pneumoconiosis, and in miners or ex-miners with 
pneumoconiosis. Results of this investigation are presented 
and a possible approach to controls is suggested. Informa- 
tion derived from investigations previously recorded is 
included and some comparisons are drawn. 


Analysis revealed that the miners and ex-miners had 
significantly more “chronic bronchitis” and a _ lower 
ventilatory capacity than men who had never worked in 
the mines. They showed also a higher prevalence of all 
respiratory symptoms. The difference was greatest in the 
case of breathlessness, the miners having a prevalence 
more than three times as high as the non-miners. Cough, 
sputum, wheezing, and tightness were found approxi- 
mately twice as often among the miners. It was clear 
that, irrespective of the presence of pneumoconiosis, the 
miners had a higher prevalence of all symptoms. 


For this analysis, “chronic bronchitis” meant the con- 
stant production of phlegm and one or more chest ill- 
nesses during the past three years. By this definition 
_ the miners had more than twice as much bronchitis as the 
non-miners—23.5% compared with 10.7%. Most of this 
difference was attributable to the prevalence of bron- 
chitis in the miners without pneumoconiosis. 


In previous literature remarkably few estimates of 
the relative prevalence of bronchitis in miners and com- 
parable non-miners have been published. Studies of the 
pone in miners with and without pneumoconiosis 

ave provided conflicting results. Several authors have 
stressed an association between dust exposure and bron- 
chitis; others have refuted it. In the present survey no 
clear relation could be shown in the mining group be- 
tween length of exposure to dust and bronchitis. Neither 
could the differences be ascribed to differences in social 
class or in smoking habits. MarGARET H. WILTON 
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OBITUARIES 


DR. LAURANCE THORNTON AINLEY, former senior 
pension officer of the Department of Veterans Affairs, 
died on May 19, at the age of 79. Born at Chambly, 
P.Q., he graduated from McGill University in arts (1900) 
and medicine (1904). He practised at Wadena, Sask., 
served overseas in the first world war, and on his return 
was appointed pension officer with the D.V.A. He re- 
tired in 1948. 


DR. JOHN HENRY BIRCH, 81, a Calgary doctor for 
50 years, died there on May 19. He was born in Dor- 
chester, Ont., and graduated from the University of 
Western Ontario, London. 

He is survived by his widow and one son. 


DR. WILLIAM CLARK, 83, a general practitioner for 
52 years, died in Toronto on May 23. He was born 
in Trafalgar Township, and graduated from Trinity 
Medical School in 1898. After practising in Orangeville 
for several years, he moved to Toronto in 1905, Dr. 
Clark served overseas in World War I with the Cana- 
dian Army Medical Corps. He was later on the staff 
of the Toronto Western Hospital. 
He is survived by one son. 


DR. NEWALL N. COPELAND, 61, died on May 21 in 
Pittsfield, Mass. He was born at Eamer’s Corners, Ont., 
and graduated from McGill University, Montreal. In 
1922 he settled in Pittsfield, where he was on the staff 
of the Pittsfield General Hospitai. 

Dr. Copeland is survived by his widow and two sons. 


DR. DONALD McEDWARD KILGOUR, 74, died in 
Toronto on May 28. He was born in Morrison, Ont., and 
graduated from the University of Toronto in 1906. He 
interned in Toronto and Chicago, and served with the 
British Expeditionary Forces in France during World 
War I. Dr. Kilgour did postgraduate work at the Great 
Ormond St. Hospital for Sick Children, and obtained 
the M.R.C.P.(Lond.) in 1921. He established practice in 
Toronto, where he was also on the associate staff of 
Wellesley Hospital, and consultant to the city’s division 
of child welfare. 

He is survived by his widow, three sons and one 
daughter. 


DR. ARNOLD A. LAANSOO, 52, a virus research 
worker, died in his laboratory in Toronto on May 21. He 
was born in Estonia, escaped into Sweden in 1944, and 
came to Canada in 1951. Dr. Laansoo had been with the 
Division of Laboratories of the Ontario Department of 
Health for five years. 


He is survived by his widow and two daughters. 


DR. JAMES McQUEEN, a former member of the On- 
tario Legislature, died in Galt, Ont., on June 3. He 
graduated from the University of Toronto in 1891, and 
practised for 28 years at Freelton, Ont., and for 36 years 
in Galt. From 1911 to 1914 he was Liberal member 
for South Waterloo. Dr. McQueen was a life member 
of the Ontario Medical Association. He served on 
the Medical Council of Canada from 1937 to 1940. 
He is survived by one daughter. 


DR. WALTER LAWSON MUIR. Funeral services were 
held on Wednesday, May 29, at All Saints Cathedral in 
Halifax for Dr. Muir, Halifax, one of Canada’s leading 
anesthetists, who died Sunday night, May 26, at 
Victoria General Hospital after a lengthy illness. He 
was in his 76th year. Interment was in Terrace Hill 
Anglican cemetery, Truro. 

Dr. Muir was head of the Department of Anesthesia 
at the Victoria General Hospital for more than a quarter 
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of a century until his retirement two years ago. His 
death marks the end of an era for a pioneering medical 
family in Nova Scotia. He was well known and highly 
regarded by the hundreds of fellow physicians and 
surgeons throughout the province with whom he had 
worked in his capacity as an anesthetist. In 1955 he 
was installed as an honorary member of the Canadian 
Medical Association, the highest honour the organization 
can bestow. 


Born at Truro on August 8, 1880, he was a son of 
the late Dr. William Muir, one of the town’s best loved 
citizens, and Mrs. Muir. His grandfather, also a physician, 
was one of Nova Scotia’s pioneer medical practitioners. 
He attended King’s Collegiate School and King’s College, 
Windsor, and graduated from there in 1903 with a 
Bachelor of Arts degree. He received his medical degree 
from McGill University in 1907 and took further train- 


ing at the Montreal General Hospital and the Montreal ~~ 


Maternity Hospital. 


Dr. Muir returned to Truro and established a practice 
there in 1910, but shortly after the outbreak of World 
War I he joined the Canadian Army Expeditionary Force 
and served overseas as a battalion medical officer. On 
his return from overseas he was appointed to the staff 
of the Department of Anzsthesia at Camp Hill Military 
Hospital, and in addition practised at the Victoria 
General Hospital and the Halifax Infirmary. In 1927 he 
succeeded Dr. J. F. Lessel as head of the Department 
of Anzsthesia at the Victoria General Hospital, a post 
he held until his retirement a few years ago. He also 
served as a part-time faculty member of the Dalhousie 
Medical School from the time he returned from over- 
seas until his retirement as an assistant professor in 
October 1946. 


A Fellow of the International College of Anzesthetists, 
he was also certified with the Royal College of Anzs- 
thetists of Canada. In 1942 he served as President of the 
Canadian Society of Anesthetists. He was a member 
of the Halifax and the Nova Scotia Medical Societies 
and the Canadian Medical Association as well as the 
International Anzsthetists and Research Society. He 
held numerous offices in these organizations through 
the years and took a keen interest in all matters per- 
taining to his particular field of endeavour. 

Dr. Muir was a devoted member of the Cathedral of 
All Saints and sang in the choir at the Cathedral for 
more than 30 years. He was also a member of the Board 
of Governors of the University of King’s College for 
many years. - 


He is survived by his widow, the former May Bigelow, 
Truro. 


H.B.A. writes: 


WaLtTEeR: AN APPRECIATION 


Did anyone ever have fewer enemies or more friends 
than Walter Muir? Not that he was all things to all 
men—far from that—but he certainly was loved by all 
men. I think we loved him because he was that rarest 
of humans—a gentle man. He was a gentleman, too, 
respecting and living up to the aristocratic tradition, 
believing in and giving homage to the old school tie, 
an Episcopalian of the Episcopalians. But perhaps what 
really bound us to him was his liking for us and his 
profound respect for the sanctity of our rights. He was 
a big man physically and had the heart to go with it. 


But who can really analyze personality? Whatever 
made him the Walter he was, caused us to hold him 
in the highest regard and affection. The sense of 
noblesse oblige with which he was so strongly endowed 
revealed itself in all his activities. He not only belonged 
to our profession, he worked to make it a better one. 
He was not only an Episcopalian, but a most faithful 
member of Synod, cathedral and choir. None of us was 
more loyal attending hospital or society meetings, or so 
willing to play a part (no matter how humble) in 
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getting the work done. Perhaps the most thankless and 
troublesome of all tasks is being “a treasurer: Walter 
was treasurer of our provincial society for years and 
years—and needed no auditor! 


He loved the fellowship of the meeting. This was 
partly due to his innate liking for his fellowmen, but also 
in a very real sense to something boyish in his person- 
ality that remained to the end. For although he was 
reserved in manner, he was genuinely young at heart. 
As a result he found himself just as much at home at a 
King’s Collegiate reunion, or Haliburton Club dinner, 
as at Synod, C.M.A. annual meeting, or senior golf 
tournament. It certainly revealed itself in his penchant 
for song. 


He loved to sing. For years and years he was a 
member of All Saints Cathedral choir, and gave up only 
when surgery—as he put it—“took half my wind away.” 
Those of us at the V.G. knew affectionately another 
aspect of this talent. Whenever there was a special 
celebration—some farewell dinner—an unusual society 
meeting—Walter belonged to a group that was called 
upon to prepare and present a topical song. In fact, he 
was the mainspring of this special quartet, providing 
not only the bass voice, but. the practice piano and the 
enthusiasm. He got a great kick out of these occasions 
and, since he was called upon time after time to head 
them up, others must have, too. I am sure that we 
Haligonians will miss this melodious part of his contribu- 
tion to our joy ~f living. 

For years he was the anesthetist sans égal at the 
Victoria General. He belonged to a simpler age of 
anesthesia than the present. His tools were a mask, 
a tube of ethyl chloride, and a can of ether, yet the 
variations he could play with these gave a_ beautiful 
relaxation in days when the surgeon struggled not only 
with the disease but the bowels. While he adjusted his 
technique to the new age, I’m sure most of us will 
remember him with the simpler tools and the gentle 
induction. One thing can be said without fear of contra- 
diction: he was in his day as fine an anesthetist as he 
was a person. 

It was a great privilege to have worked and played 
with such a man. In a profession where the very 
competition—to say nothing of our rugged individualism 
—tends to bring out a certain asperity, his gentleness fell 
like a balm (perhaps even a reproach) on us all. In a 
real, real sense we have lost—because he himself was so 
friendly—a friend; but more than that something ir- 
omens of “sweetness and light” has gone out of our 
ives. 


DR. GILBERT RICHARDSON, 83, a former staff 
member of the Toronto East General Hospital, died 
on May 23 in Toronto. He was born in Bryson, Que., 
and graduated from Trinity Medical School, Toronto, 
in 1903. He practised in Northern Ontario until moving 
to Toronto in 1923. Dr. Richardson was a former presi- 
dent of the Toronto East Medical Association. 


He is survived by one daughter and one son. 


DR. EVERETT JOSEPH WASHINGTON, 74, died on 
May 23. Born in Portage la Prairie, he grew up at Ninga 
where his father was a prominent farmer and Shorthorn 
breeder. He attended’ Wesley College and Manitoba 
Medical College, graduating M.D. in 1909. Later he 
did postgraduate work in Chicago, and then returned to 
Winnipeg, where he practised until his death. 

He was professor of otolaryngology in the Faculty of 
Medicine, University of Manitoba, past president of the 
Canadian Ophthalmological Society, a Fellow of the 
Royal College of Surgeons of Canada, and a life mem- 
ber of the Winnipeg Medical Society. 

Surviving him are his widow, two daughters and a 
son, and seven grandchildren. 
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FORTHCOMING MEETINGS 


CANADA 


CANADIAN SOCIETY FOR THE StTupY OF FERTILITY, Annual 
Meeting, London, Ontario. (Dr. Morris P. Wearing, 
Secretary Treasurer, 289 Dufferin Ave., London, Ont.) 
November 8-9, 1957. 


UNITED STATES 


INTERNATIONAL COLLEGE OF SURGEONS, 22nd Annual 
Congress and Convocation of the United States and 
Canadian Sections, Chicago, Ill. (Dr. Karl A. Meyer, 
Secretary, 1516 Lake Shore Drive, Chicago 10, IIl.) 
September 8-12, 1957. 


Tuirp INTERNATIONAL CONGRESS OF THE INTERNATIONAL 
Society oF AncrioLocy, Atlantic City, New Jersey. (Dr. 


Henry Haimovici, Secretary-General, 105 E. 90th St., -: 


New York 28, N.Y.) October 18-21, 1957. 


OTHER COUNTRIES 


INTERNATIONAL SOCIETY OF CLINICAL PATHOLOGY, Third 
Congress, Brussels, Belgium. (Professor M. Welsch, Secre- 
tary-General, Service 7 Bactériologie et de Parasitologie, 
Université de Liége, 32 Blvd. de la Constitution, Liége, 
Belgium.) July 7-14, 1957. 


INTERNATIONAL CONFERENCE ON THE ENDOCRINE ASPECT 
OF BrEAstT CANCER, Glasgow, Scotland. (A. P. M. For- 
rest, Ch.M., F.R.C.S., Department of Surgery, Western 
Infirmary, Glasgow, W.1, Scotland.) July 8-10, 1957. 


FourtTH INTERNATIONAL CONFERENCE ON POLIOMYELITIS, 
Geneva, Switzerland. (International Poliomyelitis Con- 
a Broadway, New York 5, New York.) July 8- 


FourTH INTERNATIONAL CONGRESS OF GERONTOLOGY ND 

Geriatrics, International Association of Gerontology, 

Merano, Italy. (Dr. Scardigli, Societa Italiana di Geron- 

oo Viale Morgagni, Florence, Italy.) July 14- 
, 1957. 


First INTERNATIONAL CONGRESS OF NEUROLOGICAL 
ScreNcEs, Brussels, Belgium. (Dr. Ludo van Bogaert, 
Secretary-General, First International Congress of 
Neurological Sciences, Institut Bunge, 59, rue Philippe 
Williott, Berchem-Anvers, Belgium.) July 21-28, 1957. 


llrH INTERNATIONAL CONGRESS OF DERMATOLOGY, 
Stockholm, Sweden. (Dr. C. H. Flodén, Secretary- 
General, Dermatologiska Kliniken, Karolinska Sjukhuset, 
Stockholm 60.) July 31-August 6, 1957. 


Wor.Lp FEDERATION FOR MENTAL HEALTH, 10th Annual 
Meeting, Copenhagen, Denmark. (Secretary General, 
World Federation for Mental Health, 19 Manchester 
Street, London, W.1, England.) August 11-17, 1957. 


SECOND WorLD ConGcREss OF PsycHiATrRy, Zurich, Swit- 
zerland. (Professor Dr. Med. Jakob Ulyrsch, Lenggstrasse 
28, Zurich 8, Switzerland.) September 1-7, 1957. 


SECOND EUROPEAN CONGRESS OF AVIATION MEDICINE. 
Stockholm, Sweden. (Dr. Olle H66ék, Secretary General 
of Congress, Flygvapnet, Stockholm 80, Sweden.) Sep- 
tember 16-18, 1957. 


Wor.tp MepicaL AssociATION, 11th General Assembly, 
Istanbul, Turkey. (‘World Medical Association, 10 Col- 
er Circle, New York 19, N.Y.) September 29-October 
, 1957. 


SyMpPosIUM ON THE PusLic HEALTH ASPECTS OF 
Curonic Diseases, World Health Organization, Amster- 
dam, Netherlands. (WHO Regional Office for Europe, 
Palais des Nations, Geneva, Switzerland.) September 30- 
October 8, 1957. 


CONFERENCE ON CONGENITAL Heart DisEAseE, Ciba 
Foundation and _ Institute of Cardiology, London, 
England. (Dr. G. E. W. Wolstenholme, Director, Ciba 
Foundation, 41 Portland Place, London W.1, England. ) 
October 3, 1957. . 
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PROVINCIAL NEWS 


BRITISH COLUMBIA 


The Annual Summer School of the Vancouver Medical 
Association was held in Vancouver from June 3 to 
June 7 inclusive. It had its sessions in the Pavilion in 
Stanley Park, and the pregram was excellent. 

The list of guest speakers was an imposing one and 
included. Dr. H. E. Bacon, Professor of Proctology of 
Temple University, Philadelphia; Dr. R. A. Aldrich, Pro- 
fessor of Pediatrics, University of Washington; Dr. J. 
V. Meigs, Emeritus Professor of Gynecology, Harvard 
Medical School; Dr. Ronald V. Christie, Professor of 
Medicine, McGill; Dr. Ralph C. Benson, Professor of 
Obstetrics and Gynecology, University of Oregon Medi- 
cal School. Many of the leading specialists of Vancouver 
took part in the program. 


The B.C. Medical Research Institute has joined the 
Community Chest and Council, Hitherto the Institute 
has raised its own funds and has received special health 
grants from the federal government as well as voluntary 
subscriptions and donations. 


Victoria has set the pace for other cities in B.C. 
During April a project known as “Operation Polio” 
was put into practical form, when the whole 
medical profession of Victoria agreed to give their 
services free to all adults who would apply for polio 
inoculations. A list was opened for applicants and over 
15,000 names were secured, The applicants paid $1.00 
per shot for three shots, and the medical men gave 
their time and services. 

Parksville, B.C., has followed this example, and other 
localities will undoubtedly do the same. 


The Y.W.C.A. of Vancouver has inaugurated a series 
of lectures and discussion periods where “Mental Health 
for Daily Living” will be the subject in various phases. 
The Vancouver Mental Health Association will direct 
these classes. 


The B.C. Alcoholism Foundation will shortly publish 
a booklet on the “problem drinker”, following a year’s 
study of police court conditions by Mr. Adrian Marriage 
of the University of B.C. School of Social Work. 


The Ninth International Congress on Rheumatic 
Diseases, held in Toronto June 23 to 28, had 
two speakers from Vancouver, Dr. A, W. Bagnall, and 
Dr. Marvin Durrach of the University of British Colum- 
bia. These gentlemen gave papers at the request of 
the authorities of the Congress. 


British Columbia sent 32 delegates to the International 
Council of Nurses, held in Rome from May 27 to 
June 1. Some 255 nurses represented Canada, which 
had five voting delegates. 


This is the time of year when the big hospitals have 
graduating ceremonies for the nurses who have acquired 
the R.N. degree. The hospitals of the various cities 
have graduated a good few hundred nurses, and badly 
needed they are too, For instance, the Royal Jubilee 
and St. Joseph’s Hospitals of Victoria have had large 
classes; while the Vancouver General with 161 gradu- 
ates, and St. Paul’s with 112, and the Royal Columbian 
of New Westminster (we have not the figures) have 
swelled the total. The papers were full of pictures of 
beauty and efficiency, and our great men, the Lieutenant- 
Governor and the men of cabinet rank, mayors and so 
on, gladly lent their presence to honour the occasion. 


(Continued on page 70) 
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The B.C. Registered Nurses’ Association held their 
45th Annual Meeting in Vancouver on May 2-4. Four 
hundred B.C. nurses attended and a very busy pro- 
gram was prepared for this meeting. Health Minister 
Paul Martin, Mayor Hume, and Miss Trenna Hunter, 
President of the Canadian Nurses’ Association, took part 
in the opening ceremonies. A reception was held at 
H.M.C.S. Discovery. 

Miss Alberta Creasor, head of the Victorian Order of 
Nurses in Vancouver, is the President of the Association. 


Dr. John Balfour of Vancouver was named President- 
elect of the Canadian Urological Association at its annual 
meeting in Montreal in May. The highlight of his term 
of office will be a joint meeting with the British Urologi- 
cal Association in Edinburgh in 1959. 


MANITOBA 


On January 1, 1957, nearly one out of every two 
inhabitants of Manitoba was enrolled in the Manitoba 
Hospital Service Association (Blue Cross); 391,924 par- 
ticipate in the Association. Owing to several causes in- 
cluding the inclusive rate system adopted by hospitals, 
subscription rates were increased as from April 1, 1957. 
However, benefits for maternity cases have been in- 
creased and there is coverage for mental and nervous 
cases. Contracts will now provide for 180 days of hospital 
care to tie in with the plan adopted by the provincial 
“aay en of paying hospital accounts of patients who 

ave been over 180 days in hospital. 


Dr. J. C. MacMaster, executive director of Manitoba 
Medical Service, spoke by invitation at the annual meet- 
ing of the Canadian Public Health Association in To- 
ronto on June 4, His subject was the provision of pre- 
ventive services under a prepaid medical scheme. 


Harvard University has appointed Dr. Mindel C. 
Sheps assistant professor of preventive medicine, effec- 
tive July 1. She is a graduate in medicine of the Uni- 
versity of Manitoba, practised in Winnipeg for a time 
and was a member of the Winnipeg School Board in 
1943-44, Her husband, Dr. Cecil G. Sheps, also of 
Winnipeg, is the executive director of Beth Israel Hospi- 
tal in Boston, Mass. 


The scientific opening of the Winnipeg Children’s 
Hospital took place on June 12. In the afternoon lec- 
tures were given in the auditorium of the Medical Col- 
lege by Dr. Willis J. Potts, surgeon-in-chief, the Chil- 
dren’s Memorial Hospital, Chicago; Dr. Alan Ross, 
Professor of Pzediatrics, McGill University, and Professor 
John Gerrard, Department of Pediatrics, University of 
Saskatchewan. In the evening there was a_ reception 
and dimer at the Royal Alexandra Hotel when the guest 
speaker was Professor Milton Senn, Departmert of 
Pediatrics, Yale University. 


Dr. John Colwell Graham of Winnipeg has been 
granted a John S. McEachern Memorial Fellowship of 
$4050 for one year of training in the diagnosis and treat- 
ment of cancer of the lung at Washington University, 
St. Louis, Missouri. He graduated in medicine from 
the University of Manitoba in 1950, and has been resi- 
dent in surgery for the Department of Veterans Affairs 
at Deer Lodge Hospital, a fellow in pathology at the 
General Hospital and surgical resident at St. Boniface 
Hospital. 


Dr. Jean McFarlane, who has done postgraduate work 
at Queen Charlotte’s Hospital and the Chelsea Hospital 
for Women, under Sir Charles Read and others, has 
returned to Winnipeg and will practise obstetrics and 
gynecology in association with Dr. Elinor Black. Dr. 
McFarlane was successful in obtaining the M.R.C.O.G. 
diploma. Ross MITCHELL 
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NEW BRUNSWICK 


An extramural meeting at the Tobique Valley Hospi- 
tal, Plaster Rock, N.B., was addressed by Dr. J. K. 
Sullivan of Saint John, His subject was “Urological 
conditions in general practice”, Case presentations by 
local physicians were discussed by the visiting speaker. 


The promise, given in the federal budget, of allow- 
able deduction from income tax to provide for retirement 
annuities for members of the medical profession, has in 
New Brunswick as in the rest of Canada been the cause 
of much satisfaction. 


At the annual meeting of the N.B. Tuberculosis Asso- 
.ciation in Fredericton, Dr. G. E. Maddison, Medical 
Director of the Association, reported on the completion 
of ten years’ intensive work. Dr, Maddison stated that in 
1946 the tuberculosis death rate was 51 per hundred 
thousand, accounted for by 255 deaths. In 1956 there 
were only 44 such deaths for a rate of 8 per hundred 
thousand, During the ten-year period over 461,000 
eople had been examined for the presence of tubercu- 
osis and in 1956, 55,315 were x-rayed by the travelling 
X-ray van. 


The officers of the Saint John Medical Society for 
1957-58 are: Dr. H. O. Tonning, President; Dr. F. D. 
Wanamaker, Vice-President; Dr. H.'A. Bird, Secretary; 
Dr. W. D. Miller, Treasurer; Executive Committee—Dr. 
Gordon Gaulton, Dr. R. G. Macdonald, Dr. F. G. Knoll 
and Dr, F. L. Whitehead. 


Dr. Aldoria Robichaud, Chief Surgeon of the Tracadie 
Hospital, received an honorary degree of Doctor of 
Science at the graduating exercises of St. Joseph’s Uni- 
versity in May. 


i 

Dr. Jean F. Webb, chief of the Child and Maternal 
Health Division of the Department of National Health 
and Welfare, Ottawa, was the speaker at a dinner 
meeting which concluded the annual meeting of the 
N.B. Co-ordinating Council for the Handicapped. Dr. 
Webb’s address attracted much attention. The remarks 
of Mr. A. C. Solomon of Montreal, National Executive 
Secretary of the Canadian Foundation for Poliomyelitis, 
included the following quote, “You people down in this 
part of the country [Maritimes] have a habit of starting 
good things which are seized upon and promoted also 
in other parts of Canada. This plan of yours is already 
being promoted elsewhere in Canada and we _ hope 
within a few years to have a National Council.” 


The annual dinner of the Saint John Medical Society 
was held at the Riverside Golf Club on May 16. Dr. 
Henrik Tonning presided and Dr. G. B. Peat was the 
speaker. Dr. Peat, with a really exciting background of 
service as a private physician, specialist in obstetrics, 
service in the First Great War and as Mayor of Saint 
John, as well as a leader in Saint John Ambulance, 
Rotary, Boy Scouts and other organizations, made a 
humorous, historical address built around personal experi- 
ences in 50 years of medical practice. A. S. KirKLAND 


NOVA SCOTIA 


The monthly business meeting of the staff of the 
Victoria General Hospital was held on the evening of 
May 22. The President, Dr. E. F. Ross, paid tribute to 
Dr. Alan Curry, the retired head of the Department of 
Surgery. Dr. Ross drew attention to the fact that Dr. 
Curry had served over 30 years in the Department, dur- 
ing the last 10 years of which he occupied the chair of 
surgery. 

(Continued on page 72) 
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New building for production of poliomyelitis vaccine 


RUBBER-CAPPED VIALS 
NOW AVAILABLE 


Rubber-capped vials of Poliomyelitis Vaccine are 


now available to the medical profession in two sizes — 
3 cc. and 10 cc. 


CONNAUGHT MEDICAL RESEARCH LABORATORIES 


UNIVERSITY OF TORONTO 
TORONTO 4, CANADA 


Established in 1914 for Public Service through 
Medical Research and the development of 
Products for Prevention or Treatment of Disease. 








72 Book Reviews 


Dr. Curry’s faithful attention to his responsibilities and 
duties has been exemplary. During his many years of 
service, Dr. Curry carried out surgical procedures and 
teaching of the highest order. The many residents, in- 
terns and students who had the benefit of his wide 
experience and advice will be forever grateful. His 
constant attention to the public ward patients who came 
under his care has not been surpassed, and indeed few 
have equalled it. Dr. Curry brought to his surgical 
service, surgical treatment of very high order indeed. 
The kindly word, and an occasional flash of humour, will 
long be remembered by those patients who had the 
pleasures and benefits of his services. 

Dr. Curry has been promoted to Honorary Consul- 
tant Surgeon to the Victoria General Hospital. In his 
new role we will continue to have the benefits of his 
wide experience in diagnosis and treatment. 


Dr. Dennis Howell, Head of the Department of 
Dermatology, Dalhousie University and Victoria General 
Hospital, was elected president of the Canadian Derma- 
tological Association recently in London, Ontario, This 
honour was extended to Dr. Howell on the termination 
of the year in office, as President, of Dr. J. B. Sexton 
of London. Next year’s meeting of the Association is to 
be held in Halifax, N.S. 


Dr. George Hubert Flight of Halifax has been granted 
a John S. McEachern Memorial Fellowship by the Cana- 
dian Cancer Association, The sum involved is that of 
$4050 for one year’s training in gynecology at the 
University of Minnesota. Dr. Flight is a native of New- 
foundland, and was a member of the graduating class of 
Dalhousie University, 1950. A good deal of Dr. Flight’s 
postgraduate training was carried out in the Victoria 
General Hospital in the Departments of Pathology and of 
Gynecology and Obstetrics. On completion of his studies, 
Dr. Flight plans to return to St. John’s, Newfoundland, 


where he will be engaged in the diagnosis and treatment 
of cancer. 


Dr. Ian MacKenzie, Dalhousie’s full-time Professor 
of Surgery, recently arrived from Great Britain to assume 
his new appointment here. A meeting of the Department 
of Surgery was held on the evening of May 21, with 
the retired Chief of Staff, Dr. Alan Curry, in the chair. 
The purpose of this meeting was for the surgeons of 
the staff to officially welcome Dr. MacKenzie, and for 
the handing-over ceremony involved. Dr. MacKenzie 
spoke briefly to us of his hopes and aspirations for the 
Department of Surgery, laying special emphasis on re- 
search. At the close of the ceremony, Dr. N. H. Gosse 
paid glowing tribute to the services of Dr. Curry, the 
out-going Professor of Surgery. Dr. MacKenzie assumes 
not only the post of Professor of Surgery, but also that of 
Head of the Department of Surgery of the Victoria 
General Hospital. We are glad to welcome him and 
wish him every success in his new homeland, 


A course in postgraduate surgery under the sponsor- 
ship of the Post-Graduate Committee was carried out 
during the first week in May. The guest speaker was 
Dr. H. F. Moseley, Hunterian Professor, Royal College 
of Surgeons of England, Assistant Professor of Surgery, 
McGill University, and Associate Surgeon, Royal Vic- 
toria Hospital, Montreal. 

During the course, Dr. Moseley presented many in- 
teresting cases of trauma of the extremities. These cases 
were well illustrated with coloured slides. The mid-week 
evening meeting was given over to Dr. Moseley, at which 
time he gave an interesting lecture on traumatic condi- 
tions around the shoulder joint. 


Dr. Clarence L. Gosse, Professor of Urology, Dalhousie 
Medical College, was elected President of the Canadian 
Urological Association at a combined meeting of the 
Canadian and British Urological Associations held in 
Montreal on May 15. Wa ter K. House 
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BOOK REVIEWS 


THE PRACTICE OF MEDICINE. Ed. by Jonathan 
Campbell Meakins, Montreal. 1916 pp. Illust. 6th ed. 
The C. V. Mosby Co., St. Louis, 1956. $16.00. 


A gap of approximately six years separates this new 
edition of Dr. Meakins’s book from the previous one. 
He has taken advantage of that peri to revamp 
completely his well-known textbook, and to distribute 
the authorship among a talented team of associate 
editors, drawn from a variety of university centres in 
Canada and the United States and supplemented by a 
team of nearly one hundred special contributors, In 
spite of this diversity of authorship, the main plan of 
the textbook, which remains a guide for the student 
and practitioner in solving their daily problems, is 
remarkably unified. Indeed the total result is a well- 
integrated text, with the main emphasis as before on 
clinical rather than laboratory findings. In the case of 
the infectious diseases, details of chemotherapy and 
antibiotic therapy have been removed from the indi- 
vidual descriptions of diseases and collected together 
in a well-written general section on chemotherapy of 
infection under the guidance of Dr. Chester S. Keefer. 
No special section has been allocated to psychiatry, on 
the grounds that this is now a vast subject in its own 
right. However, there is a chapter on the psychosomatic 
aspects of medicine, and references to the psychological 
aspects of disease are frequent throughout the text. 
The sections on disorders of systems contain some 
article on general principles or on symptoms and signs; 
for example, the section on diseases of the heart and 
pericardium contains a useful discussion of such symp- 
toms as chest pain, dyspnoea and syncope. As in pre- 
vious editions, the presentation of text and illustrations 
is excellent. 


AN ATLAS OF DISEASES OF THE EYE. E. §S. Per- 
kins, Institute of Ophthalmology, and Peter Hansell, 
Westminster Medical School and Institute of Oph- 
thalmology, University of London. 91 pp. Illust. Little, 
Brown & Company, Boston; J. B. Lippincott Com- 
pany, Montreal, 1957. $10.00. 


This is a most beautiful atlas in all respects. As one 
looks it over, one can only express appreciation to the 
authors, to the publishers and to Roche Products Limited, 
the pharmaceutical firm who largely underwrote the 
production of the book. 

The book illustrates external and internal diseases of 
the eye. On each open page are a group of diseases at 
one location in the eye. On the left-hand side is a dis- 
cussion of the diseases under consideration, and on the 
right-hand side are shown some excellent illustrations. 
In this manner, in the space of 86 pages, the major 
ocular diseases are presented. The discussions of the 
diseases are lucid, the pictcrial presentations are beyond 
reproach. 

This is a worthy book for the ophthalmologist to 
refer to and for the general practitioner or the medical 
student to peruse. The reviewer knows of no better way 
to gain an appreciation of the major ocular diseases than 
can be obtained by studying an atlas of this type. 


DIE GESUNDE UND DIE KRANKE WIRBELSAULE 
IN ROENTGENBILD UND KLINIK (Clinical and 
Radiological Aspects of the Normal and Pathological 
Spine). Georg Schmorl. 330 pp. Illust. 4th ed. Georg 
Thieme, Publisher, Stuttgart, W. Germany; Intercon- 
tinental Medical Book Corp., New York, 1957, $20.50. 


The first edition of this work was published in 1932, 
the year of Schmorl’s death. Since that time three more 
editions have appeared, each time with the co-operation 
of Schmorl’s pupil, Herbert Junghanns. The book is 
based on the superb collection of specimens of spines 


(Continued on page 74) 
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made by Schmorl during his life. Most of the material 
is quite applicable to the present time. Especially in- 
structive is the chapter on the normal and pathological 
anatomy of the intervertebral disc. Here are all the 
details poeuang to the development of discs, and 
the mechanics of the normal and pathological disc. No 
less instructive are chapters on tumours of the spine, 
chronic and acute infections and other conditions. 
The famous German punctiliousness makes the book the 
type of Handbuch which everyone working in this field 
needs to have at hand. 


A defect of the book is the scarcity of histological data 
despite the indication that it is a “pathologico- 
anatomical” study. Such methods as electron microscopy, 
historadiography and autoradiography are not mentioned 
at all, though all the above methods have contributed to 
the enlargement of our knowledge of normal and patho- 
logical bone anatomy. 


One would like to see this valuable book translated 
into English. It will only gain, however, if a chapter 
— be added on the later achievements mentioned 
above. 


EMMETROPIA AND ITS ABERRATIONS. A Study in 
the Correlation of the Optical Components of the Eye. 
Arnold Sorsby, B. Benjamin, J. B. Harvey, M. Sheridan 
and J. M. Tanner. Medical Research Council Special 
Report Series No. 293. Illust. Her Majesty’s Stationery 
Office, London, 1956. 7s. 6d. 


This report brings together data on the optical com- 
ponents of the eye which affect emmetropia and its 
aberrations. Axial length of the eye, depth of the 
anterior chamber, power of the cornea, power of the 
lens and the normal distribution of the ocular refractive 
state are discussed. Similar studies are then described 
on the ametropic eye. Finally, material on the inherit- 
ance of refractive state is presented. Values for axial 
length, corneal power, lens power of the order com- 
monly seen in emmetropia occur in ametropia up to 
+ or — four dioptres. 

The relation between axial length and corneal power 
is determined by physical adjustment; as the eye be- 
comes larger the cornea becomes flatter. High myopia 
is generally axial in origin. It presents an etiology and 
clinical course different from that of emmetropia and 
its aberrations. In children between the ages of 7 and 
16 years the axial length appears to increase at a rate 
of 0.2 to 0.3 mm. per year. 

This is an interesting report. It sheds some light on 
a difficult subject, and could be read with interest by 
refractionists. 


ALCOHOLISM. Edited by George N. Thompson, As- 
sociate Clinical Professor of Neurology and Psychiatry, 
School of Medicine, University of Southern California, 
Los Angeles. 548 pp. Illust. Charles C Thomas, Spring- 
field, Ill.; The Ryerson Press, Toronto, 1956. $10.50. 


Here is a welcome addition to the literature on alcohol- 
ism. Eleven authors with special interests have con- 
tributed chapters in an attempt to provide an authorita- 
tive survey of the alcoholism problem. The focus is 
essentially on areas of interest to the physician concerned 
in research and trea’ment of alcoholism and will perhaps 
be of less interest to other professional groups. 

The various chapters deal with Public Health and 
Social Aspects, Pharmacology, Pathology, Brain Physi- 
ology, Internal Medicine, Neurology, Psychiatry, and 
Electroencephalography. Each chapter contains an 
extensive bibliography. 

While the compilation as it stands presents in one 
volume a worthwhile and comprehensive mass of facts, 
one suspects some haste in the editing. There seems to 
be little attempt to have the chapters knit together to 
a logical whole. While one expects some necessary over- 
lap in dealing with such closely related fields as physi- 
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ology, pharmacology, medicine, neurology, and path- 
ology, the extent of this in the present volume some- 
times amounts to redundancy. One also notes such minor 
inconsistencies as referring to the drug tetraethyl thiuram 
disulfide on occasion as disulfiram, Antabuse or TETD, 
usually depending on the chapter author’s choice rather 
than representing an organized pattern of reference to 
this substance. 

The chapter on electroencephalography essentially re- 
ports a series of cases of various brain conditions in 
which the consumption of alcohol is followed by con- 
vulsive seizures. The student of alcoholism might have 
been more interested in a more comprehensive survey 
of the literature pertaining to EEG changes in various 
stages of intoxication and various disease states of alco- 
holism, ticularly in those cases where convulsions 
occur only at the end of a prolonged drinking bout. 

Despite such criticism, this book will be useful in the 
libraries of all groups concerned with alcohol and the 
various problems created by its abnormal use. 


TEEN-AGERS AND ALCOHOL: A Handbook for the 
Educator. Raymond G, McCarthy, Yale University, 
New Haven, Conn, 188 pp. Publications Division, 
je Center of Alcohol Studies, New Haven, 1956. 


Designated as “A Handbook for the Educator”, this 
publication is essentially for those doing extensive class- 
room work with teen-agers. The value to the practising 
physician will be limited. However, Part I, entitled “A 
Working Philosophy”, contains a reasonably concise 
compilation of useful facts to do with social factors in- 
volved in the use of alcohol. There is special reference 
to drinking attitudes and practices among young people. 
This section, amounting to only 20 or so pages, might 
provide material for the physician called upon to make 
= lectures and contributions in the public health 
eld. 

The bulk of the book has to do with the place of the 
school in alcohol instruction, techniques of instruction, 
and reports of classroom discussions following a film, 
“What About Drinking?”, which introduces the views 
of a group of teen-agers about their use of alcohol. 

This book will have limited value for those readers 
interested essentially in clinical or scientific material. 


STEPPINGSTONES TO PROFESSIONAL NURSING. 
Luella J. Morison, Ohio Department of Mental Hy- 
giene and Correction. 474 pp. Illust. 2nd ed. The C. V. 
Mosby Co., St. Louis, Mo., 1957. $4.75. 


This is the second edition of a very unusual book, 
whose title scarcely indicates its contents, It is not in 
any sense a textbook of nursing but a book designed to 
guide student nurses and graduate nurses in makin: 
professional adjustments. Thus the volume begins wi 

notes on the selection of a nursing school and on the 
relationship of the school to the new student, There 
is then a section in which the nurse is invited to review 
her standards as a person, in the light of the profession 
she is entering. She is asked to think about the meaning 


of the profession of nursing and the qualities requisite’ 


in a student nurse. Guidance is then given on facets of 
student life, including legal and other responsibilities of 
a nurse and her relationship to her patients, doctors, 
supervisors and others. 

Parts II and III of the volume deal respectively with 
professional adjustments of the personality, and of the 
person in relationship to others. There is a very wide 
range of information in these sections, including advice 
on opportunities in various fields of nursing, the place of 
the nurse as a citizen, the art of verbal and written com- 
munication, conduct in various types of meetings, and 
even the general rules of social etiquette. So many facets 
of the nurse’s role in society are discussed, including 
religion, politics and education, that it is impossible 
to give an adequate idea of them all here. 
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CLASSIFIED ADVERTISEMENTS 


Practices 





NOTE: To avoid the publication of misleading informa- 
tion, all advertisers under the classification ‘Practices’ 
in the Canadian Medical Association Journal should fur- 
nish the following information: 

Population of community and surrounding territory 
served. 

Number of doctors now practising in the community. 

Location of nearest doctor if the community has no 
resident physician. f 

Location of nearest hospital. 

Description and suggested price of premises for office 
and residence. 

Whether or not an introduction of at least two months’ 
curation may be afforded a prospective purchaser. 





FOR SALE IN VICTORIA, B.C.—Active general practice. 
Gro income 1956, over $20,000, and increasing. Reasonably 
icod and terms. Owner specializing. Reply to Box 293, Cana- 











ri 
dia Medical Association Journal, 150 St. George Street, Toronto 
5, Catario. 

GENERAL PRACTICE FOR SALE at cost of equipment for 
$75’. Rented office in modern, medical building in downtown 
Toronto. Very suitable for German speaking doctor. Reply to 
Box 328, Canadian Medical Association Journal, 150 St. George 
Str:et, Toronto 5, Ontario. 

FOR SALE.—WELL-ESTABLISHED PRACTICE in central 
Sasi atechewan. Furnished home and separate office building 
wit: full equipment. Modern, 30-bed hospital efficiently run by 
Gr Nuns. Nearest doctor 13 miles. Experience in surgery 
required. Terms to be discussed. Reply to Box 298, Canadian 
Me:':cal Association Journal, 150 St. George Street, Toronto 5, 
Ont rio. 

ESTABLISHED GENERAL PRACTICE in northern New 
Yor< will be turned over to an ambitious practitioner—no 


strings attached. This may be the opportunity you have been 
looking for. If interested, write to Box 354, Canadian Medical 
Asscciation Journal, 150 St. George Street, Toronto 5, Ontario. 


~~UNOPPOSED ESTABLISHED GENERAL PRACTICE FOR 





SAi.«.—Interior B.C. in town of 700 with total population over 
200°. Nearest doctor 45 miles. Open 30-bed, well-equipped hos- 
pita! in town all for yourself. Weekends in Vancouver possible. 
Toi] price $3000 for office equipment and furnishings, records 
anc household furnishings. Office and house for rent. Ideal for 
young married man. Wonderful for general experience. Grossed 
$22,000 with small overhead. Available immediately. Reply to 


Box. 314, Canadian Medical Association Journal, 150 St. George 
Street, Toronto 5, Ontario. 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL and HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 








DERMATOLOGY AND 
SYPHILOLOGY 


A three year course, fulfilling all the requirements of 
the American Board. of Dermatology and Syphilology. 
Attendance at departmental and general conferences. 


PRACTICAL 
ELECTROCARDIOGRAPHY 


A two weeks part time elementary course for the prac- 
titioner based upon an understanding of electrophysiologic 
principles. Standard, unipolar and precordial electro- 
cardiography of the normal heart. Bundle branch block, 
ventricular hypertrophy, and myocardial infarction con- 
sidered from clinical as well as _ electrocardiographic 
viewpoints. Diagnosis of arrhythmias of clinical signifi- 
cance will be emphasized. Attendance at, and participa- 
tion in, sessions of actual reading of routine hospital 
electrocardiograms. 








Fer Information about these and other courses ADDRESS: 
THE DEAN, 345 West 50th Street, New York 19, N. Y. 
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Residencies and Internships 





RESIDENT REQUIRED at the Children’s Hospital, Halifax, 
Nova Scotia, for year 1957-58. Salary $125 monthly plus full 
maintenance. For full particulars please contact F. H. Silver- 
sides, Administrator. 





De.. Jd D. Thompson, Senior Treatment Medical Officer, 


Colonel Belcher Hospital, Calgary, Alberta. 





APPROVED RESIDENCY in internal medicine. Beginning 
stipend $200 with full maintenance and uniforms. We are now 
taking applications for position now available. Write Admini- 
strator, Hollywood Presbyterian Hospital, 1322 North Vermont, 
Los Angeles 27, California, U.S.A. 





ST. LUKE HOSPITAL in Montreal, capacity of 451 beds, is 
considering applications for internship or residencies in the 
different services of a general hospital and most specially in 
the following services where the teaching is approved by the 
i surgery, medicine, obstetrics, 
oto-rhino-laryngo-ophthalmology, pathology and radiology. Ap- 
plicants may address their applications to Doctor H. I. Tétre- 
ault, Medical Superintendent. 





WANTED.—SENIOR AND JUNIOR INTERN for Youville 
Hospital, Noranda, Quebec, 220 beds, operated by Grey Nuns of 
the Cross. Salaries: $400 and $300 per month plus maintenance. 
Hospital fully accredited. Apply to Secretary, Medical Society, 
Noranda, Quebec. 





APPROVED RESIDENCY in oncology. Stipend $200-$250. Full 
maintenance and uniforms. We are now taking applications for 
position available immediately. Write: Administrator, Holly- 
wood Presbyterian Hospital—Olmstead Memorial, 1322 North 
Vermont Avenue, Los Angeles 27, California, U.S.A. 





PATHOLOGY RESIDENT FOR MAJOR GENERAL HOS- 
PITAL; MEDICAL SCHOOL AFFILIATIONS; APPROVED FOR 
FOUR YEARS IN ANATOMIC AND CLINICAL PATHOLOGY; 
ACTIVE TEACHING AND RESEARCH PROGRAM; HIGHLY 
QUALIFIED STAFF; CANDIDATES PLANNING FOR CAR- 
EER IN PATHOLOGY PREFERRED; MAINTENANCE AND 
$150 MONTH STIPEND FOR FIRST YEAR WITH $50 ADDI- 
TIONAL INCREMENTS FOR SUCCESSIVE YEARS. APPLY 
TO: DR. DAVID R. MERANZE, DIRECTOR OF LABORA- 
TORIES, ALBERT EINSTEIN MEDICAL CENTER, SOUTH- 
ERN DIVISION, 5TH AND REED STREETS, PHILADEL- 
PHIA 47, PA., U.S.A. 





OBSTETRICS and GYNECOLOGY 


A two months full time course. In Obstetrics: lectures; 
prenatal clinics; attending normal and operative deliveries; 
detailed instruction in operative obstetrics (manikin). 
X-ray diagnosis in obstetrics and gynecology. Care of 
the newborn. In Gynecology; lectures; touch clinics; wit- 
nessing operations; examination of patients Res 
tively; follow-up in wards post-operatively. bstetrical 
and gynecologicai pathology. Culdoscopy. Studies in 
Sterility. Anesthesiology. Attendance at conferences in 
pa gg and gynecology. Operative gynecology on the 
cadaver. 


PROCTOLOGY and 
GASTROENTEROLOGY 


A combined course comprising attendance at clinics and 
lectures; instruction in examination, diagnosis and treat- 
ment; pathology, radiology, anatomy, operative proctology 
on the cadaver, anesthesiology, witnessing of operations, 
examination of patients pre-operatively _and  post- 
operatively in the wards and clinics; attendance at 
departmental and general conferences. 
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MEDICAL NEWS in brief 


(Continued from page 44) 
PATIENTS IN NURSING 
HOMES 


A report of the first detailed 
study of patients in proprietary 
nursing homes has been published 
by the U.S. Public Health Service. 


It gives the most complete informa- 
tion so far compiled about the age, 
sex, and disabilities of patients in 
these homes. 

The average age of the patients 
is 80, and all but 1% are over 45; 
two-thirds are women. One-fifth are 
confined to bed all the time, while 
less than half can walk without 
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some form of assistance. More than 
half of the patients were reported 
as being mentally confused, at least 
part of the time. Two of every five 
have cardiovascular conditions, and 
many have arthritis or rheumatism, 
The report also includes informa- 
tion on the types of care the pa- 
tients receive, sources of funds and 
charges for care, and the age, oc. 
cupancy, and staffing of nursing 
homes. While the study did not in- 
clude an actual count of patients 
in proprietary nursing homes in the 
entire United States, the total is 
estimated at approximately 135,000, 
The publication summarizes the 
findings of a survey conducted 
jointly by the Commission on 
Chronic Illness, the Public Health 
Service, and the health departments 
and agencies of 13 States. The com- 
mission, a voluntary group founded 
by national health and welfare 
organizations, completed its activi- 
ties in 1956 after seven years of 
educational and research work. 
Entitled “Nursing Homes, Their 
Patients and Their Care,” the new 
publication is the final report in a 
series based on the survey; it was 
issued as Public Health Monograph 
No. 46 (Public Health Service Pub- 
lication No. 503) and may be pur- 
chased from the Government Print- 
ing Office, Washington, for 40 


cents. 


PAN AMERICAN CANCER 
CYTOLOGY SOCIETY 


At the closing banquet of the 
First Pan American Cancer Cytol- 
ogy Congress on April 29 at Miami 
Beach, Florida, the President, Dr. J. 
Ernest Ayre, announced the forma- 
tion of a new society, the Pan 
American Cancer Cytology Society, 
of which Dr. Ayre will serve as 
president, and Dr. William Ter- 
zano of Argentina as secretary. 

Four types of founder member- 
ship will be available: (1) honor- 
ary, for outstanding scientists, 
through election by the society; (2) 
cytologist membership, for those 
active in the practice of cytology, 
processing a minimum of 15,0 
cases a year, or engaged in teach- 
ing or research in cytology, as well 
as persons known for scientific pub- 
lications and reputation; (3) ordin- 
ary members, i.e. physicians ard 
scientists in related fields with a 
special interest in cytology; (4) 
associate members—technical work- 
ers in the cancer cytology field. 

(Continued on page 42) 
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rhinitis 
rhinorrhea 


Se ee ee 


_ bronchitis caused by postnasal drip _ 


| is, too, may result from a. 
postnasal drip : : 


Chronic postnasal drip has always been a 
very difficult condition to treat effectively. 
Now, clinical results* show Triaminic 
Tablets can improve sinus drainage and 
alleviate chronic postnasal drip. Due to 
prolonged action, Triaminic is particularly 
valuable for nighttime relief. 


Any existent chronic bronchitis caused by 
postnasal drip is also materially improved. 


*data from the Smith-Dorsey clinical research files. 


Each Triaminic ‘‘timed-release’’ Tablet contains: 
phenylpropanolamine HCl 50 mg. 


pyrilamine maleate 25 mg. 
prophenpyridamine 
maleate 25 mg. 


Dosage: one tablet t.i.d. 


Supplied: bottles of 50 and 250 
“‘timed-release”’ tablets. 


stop postnasal drip... 





Each 2-stage ‘‘timed-release’’ tablet 
keeps nasal passages clear for 6 to 8 
hours...especially valuable for night- 
time relief 


The specially constructed outer layer and 
inner core each contain equal doses of a 
decongestant and two antihistamines. 


The outer layer dissolves within minutes 
to give approximately 3 to 4 hours of 
action. Then the inner core disiritegrates to 
give 3 to 4 more hours of relief. 


TriamInicC’ tablets 


Also available—delicious, fruit-flavored 
Triaminic Syrup. 


SMITH-DORSEY « Division of A. Wander Limited « Peterborough, Canada 





42 


MEDICAL NEWS in brief 
(Continued from page 41) 


NEW PRESIDENT OF ROYAL 
COLLEGE OF PHYSICIANS 


In the month of April, the presi- 
dency of the Royal College of Phy- 
sicians, London, England, changed 
hands for the first time in some 
years. For the first time also the 
new incumbent comes from a medi- 
cal centre outside London. The new 
President, Dr. Robert Platt, is Pro- 
fessor of Medicine in the Univer- 
sity of Manchester and succeeds 
Sir Russell Brain in the high office. 
Dr. Platt’s chief contribution to in- 
ternal medicine has been in the 
field of renal disease. He has been 
editor for nearly 10 years of the 
well-known British organ of in- 
ternal medicine, the Quarterly 
Journal of Medicine. 


NEXT WORLD HEALTH 
ASSEMBLY IN U.S.A. 


The United States Government 
invited the World Health Assembly 
to hold a special tenth anniversary 
commemorative session and the 
eleventh session of the Assembly 
in the U.S.A. next spring. This of- 
fer has been unanimously accepted. 
The city in which the meeting will 
be held has not yet been an- 
nounced. 

The Tenth World Health As- 
sembly also adopted a resolution 
proposed by the representative of 
Costa Rica recommending that the 
present five-year contract of Dr. 
M. G. Candau of Brazil as Director- 
General of the World Health Or- 
ganization be extended for a period 
of five years, following its expiry 
on July 21, 1958. Dr. Candau is 
required to communicate his de- 
cision to serve or not to the As- 
sembly President before November 
1 of this year. 


WORLD HEALTH 
ASSEMBLY COMMITEE 


The World Health Assembly’s 
Committee on Administration, Fin- 
nance and Legal Matters met on 
May 13 under the chairmanship of 
Akira Saita (Japan). Milton P. 
Siegel, Assistant Director-General 
in charge of WHO’s Department 
of Administration and Finance, an- 
nounced continued improvement in 
WHO?’s administrative and finan- 


cial affairs. With the resumption of 
active participation on the part of 
Albania, Bulgaria, Poland and the 
Soviet Union, it will be possible to 
implement the 1957 supplemental 
budget amounting to $1,525,000. 
The availability of this additional 
amount for the budget was ap- 
proved by last year’s World Health 
Assembly, contingent upon return 
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of those members to active partici- 
pation in the Organization. 

The second main committee of 
the Assembly, dealing with Pro- 
gram and Budget, met under the 
chairmanship of Dr. B. M. Clark 
(Union of South Africa). Dele. 
gates urged that more work } 
undertaken in the fields of solicl 
myelitis, schistosomiasis and_ lep- 
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rosy. Several countries requested 
that WHO take the lead in co- 
ordinating international studies on 
the effectiveness of polio vaccines 
used in different countries. Egypt 
and Iran emphasized the increas- 
ing importance of schistosomiasis. 
It is spreading in these countries 
as a result of expanding irrigation 
schemes. (The Pan American Sani- 


tary Bureau has assisted the Brazil- 
ian Government in an extensive 
program for the control of schistcs- 
omiasis in that country, with en- 
couraging results. ) 

The representative of India re- 
ceived support from other dele- 
gates in asking that WHO give as 
high a priority to leprosy control 
as to malaria eradication. The suc- 
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cess of the new drugs, combined 
with increasing health education of 
the public, he said, made it pos- 
sible for patients who had re- 
covered their health to be accepted 
back in their communities and no 
longer considered outcasts. 

The Committee was informed 
that WHO would organize next 
year a leprosy conference on the 
various aspects of the problem, in- 
cluding rehabilitation and plastic 
surgery for sufferers. 


ALCOHOLISM PROGRAM 
FOR NEW YORK STATE 


Health authorities in New York 
State estimate that there are ap- 
proximately half a million excessive 
or problem drinkers in the State. 
During the coming year the New 
York State Interdepartmental 
Health Resources Board is launch- 
ing a $168,000 program to attack 
the problem of chronic alcoholism. 
The program will include provision 
of fellowships for physicians, so- 
cial workers, nurses and others to 
train for work on local alcoholism 
programs. Money will also be made 
available for research at the State 
University of New York College of 
Medicine, Brooklyn. A public in- 
formation program is planned to 
inform physicians and communities 
about latest developments in alco- 
holism. The Board intends to pro- 
mote actively the prompt admission 
of alcoholics requiring hospital 
care. The program also calls for 
financial assistance for pilot demon- 
stration alcoholism clinics, one of 
which is in Rochester, N.Y., and 
another in Binghamton, N.Y. 


AMERICAN PUBLIC 
HEALTH ASSOCIATION 


The American Public Health As- 
sociation is holding its 85th annual 
meeting in Cleveland, Ohio, No- 
vember 11-15. An attendance of 
4500 is expected, and more than 40 
related organizations will hold 
simultaneous meetings. Topics of 
more general interest for discussion 
include the quality of medic¢al care, 
health services for industrial work- 
ers, medical care for the mentally 
ill, community health services for 
children, weight control in growth 
and development, mental health 
and the school-age child, interna- 
tional environmental health, health 

(Continued on page 46) 
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MEDICAL NEWS in brief 
(Continued from page 43) 


problems of the aging, epidemiol- 
ogy of accidents, water fluoridation, 
air pollution, and health aspects of 
housing. There will be an opening 
day symposium on community 
health needs, in which government 
officials will participate. The Presi- 
dent of the Association is Dr. John 
W. Knutson, Assistant Surgeon 


General and Chief Dental Officer 
of the U.S. Public Health Service. 
Further information from American 
Public Health Association, 1790 
Broadway, New York 19, N.Y. 


WHO EXECUTIVE BOARD 


The World Health Assembly has 
elected six member states to desig- 
nate persons to serve on the WHO 
Executive Board. The following 
were chosen: United States, 71 
votes, Liberia 69, Australia 67, 
Federal Republic of Germany 64, 
Egypt 51, Afghanistan 50. The fol- 
lowing votes were cast for other 
countries: Cuba 30, Soviet Union 
27, Thailand 21. The 12 continuing 
members of the 18-member Execu- 
tive Board are: Argentina, Canada, 
Ecuador, Finland, India, Italy, 
Mexico, Pakistan, the Philippines, 
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Portugal, Syria and the United 
Kingdom. The six outgoing mem. 
bers whose mandates expired this 
year are: Burma, Chile, France 
Japan, Saudi Arabia and the Union 
of South Africa. 

The Board is composed of 18 
international health experts desig. 
nated by, but not representatives 
of, their governments. It meets 
twice yearly; its main functions are 
to give effect to the decisions and 
policies of the World Health As. 
sembly and to act as the Assembly’s 
executive organ. Members are 
elected for a period of three years, 
six member governments being 
designated each year to choose 
members to replace those whose 
terms expire. 


INTERNATIONAL COLLEGE 
OF SURGEONS, EASTERN 
REGIONAL MEETING 


The eastern division of the 
United States Section, International 
College of Surgeons, announces its 
annual regional meeting, July 1-6, 
at The Balsams, Dixville Notch, 
New Hampshire. The Balsams is a 
resort hotel in an area called “the 
Switzerland of America” on the 
edge of Lake Gloriette. 

All-day scientific sessions on July 
2, 3 and 5 will emphasize the latest 
developments in the surgical spe- 
cialties. Dr. Robert E. Gross, Ladd 
professor of children’s surgery, 
Harvard Medical School, Boston, 
will present the Edwin and Hanna 
Speidel Lecture on July 5, on 
“Some aspects of cardiovascular 
surgery.” He will receive the 
Speidel Award at a dinner that 
evening. 

Scientific papers on all aspects 
of surgery will be presented by 
speakers from Boston, Chicago and 
other surgical centres. 

There will also be symposia, 
panels, colour motion picture films, 
and talks on hospital architecture, 
medical economics and many other 
subjects. Further information from 
Dr.. Brodny, 636 Beacon Street, 
Boston 15, Mass. 


CARDIOVASCULAR 
RESEARCH GRANTS 


The Life Insurance Medical HKe- 
search Fund has announced_that 


for the first time its allocation {or 


cardiovascular research this yeat 
(Continued from page 49) 
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MEDICAL NEWS in brief 
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has passed the million-dollar mark. 
Awards include grants to research 
institutions and fellowships. The 
grea'er part of the 1957 alloca- 
tions -$942,040—is for 66 heart re- 
sear’ programs in medical centres 
in the U.S.A., Canada, and Mexico. 
Ameng the post-doctoral fellow- 
ship: announced for 1957-58 are 
seve’al to Canadian research work- 
ers. Fellows include Dr. Irena 
Mazurkiewicz of Montreal, for 
stuc., at the New York College of 
Mec cine; Dr. Douglas R. Waud 
of |. ondon, Ontario, for study at 
Har: ard; and Dr. George F. Wil- 
grai. of Toronto, for study with 
Pro’-ssor C. H. Best at the Uni- 
ver: ‘y of Toronto. Grants to insti- 
tuticas include one to Hétel Dieu 
Hos:;ital, Montreal (Dr. J. Genest), 
for .vork on aldosterone; one to 
Dr. =leanor H. Venning of McGill 
University for study on aldosterone 
excretion in hypertension; one to 


the University of British Columbia | 
Faculty of Medicine for research | 


by Dr. P. Constantinides on the 
combination of heparinoids and 


other agents in treatment of athero- | 


sclerosis; one to the University of 


Western Ontario for research by | 
Dr. Alan C. Burton on electrokine- 


tic phenomena in the circulation; 
and one to the same university for 
research by Dr. K. K. Carroll on 
the relation of erucic and nervonic 
acids to sterol synthesis. 


REVISED CURRICULUM 
AT JOHNS HOPKINS 


The Johns Hopkins University © 


School of Medicine announces a 
revised program of medical edu- 


cation. It is designed to do three | 


things: (1) to shorten the formal 
education of physicians’ without 
sacrificing quality of training; (2) 
to overcome the barrier between 
the liberal arts and medical sci- 
ences by enabling students in medi- 
cal school to continue studies in 
humanities and social sciences; (3) 
to encourage more students to enter 
careers in the basic sciences of 
me:licine. Instead of requiring four 
years of college education before a 
student enters the medical school, 
cer'ain selected candidates of ade- 
quate motivation and maturity may 
enter medical school after only two 
years of college and _ continue 
studies in the liberal arts during 
their first three years of medical 


school, at the end of which they 
will be given a bachelor of arts de- 
gree. Others will be required to do 
three years at college before enter- 
ing medical school and still others 
the whole four years. The last year 
of the five-year medicai course will 
be combined with the first year of 
internship at the Johns Hopkins 
Hospital; during this time the stu- 
dent will pay tuition, but will be 
given board and lodging in return 
for services. The whole period of 
training will thus be a little short- 
ened, but in addition the academic 
year is being increased from 32 
weeks to 40 weeks, with 50 weeks 
of training in the fifth medical year. 
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EXPERIMENTAL RESEARCH 
INTO PROBLEMS OF 
AGING 


The Trustees of the Ciba Foun- 
dation for the Promotion of Inter- 
national Co-operation in Medical 
and Chemical Research announce 
awards for 1958 for papers descrip- 
tive of research relevant to basic 
problems of aging. Not less than 
five awards, of an average value 
of £300 each, are available for 
1958. Entries must be received not 
later than January 1, 1958. They 
will be judged by an international 
panel of distinguished scientists. 
Preference will be given to younger 

(Continued on page 50) 
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MEDICAL NEWS in brief 
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workers. The papers should not ex- 
ceed 7000 words and may be in 
the- candidate’s own language; a 
summary in English must be at- 
tached. Before an entry is sub- 
mitted, copies of the Regulations 
and Form of Application must be 
‘obtained from G. E. W. Wolsten- 
home, Director and Secretary to 
the Executive Council, The Ciba 
Foundation, 41 Portland Place, 
London, W.1, England. 
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by the Director-General, Dr. M. 
G. Candau. 
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AMERICAN HEART 
ASSOCIATION 


The American Heart Association 
will hold its 30th scientific sessions 
at the Hotel Sherman, Chicago, 
from Friday, October 25-Monday, 
October 28. The sessions will “om. 
memorate the 300th anniversay of 
the death of William Harvey, the 
English scientist who discovered 
the circulation of the blood. Special 
exhibits and a film showing the 
work of William Harvey are >lan- 
ned, and there will be a dedic sation 
ceremony on Saturday mo ning, 
October 26. On the first day -here 
will be an all-day session on pre- 
vention and management of c: :dio- 
vascular emergencies, for { hysi- 
cians in general practice. Other 
sessions will deal with instrumental 
methods in cardiovascular diagno- 
sis, and the present status o' fat 
metabolism and atherosclerosis, and 
of course the usual sectional meet- 
ings will be held. The Louis A. 
Conner Memorial Lecture wi!! be 
delivered by Dr. Charles W. Kam- 
melkamp, Jr., Professor of Medi- 
cine, Western Reserve University, 
Cleveland. The George E. Brown 
Memorial Lecture will be delivered 
by Dr. Nelson W. Barker, Professor 
of Medicine, Mayo Foundation. 
Further information from American 
Heart Association, 44 East 23rd 
Street, New York 10, N.Y. 

The Association also announces 
a number of publications. These 
include a booklet on high blood 
pressure by Dr. Edgar V. Allen of 
the Mayo Clinic for distribution to 
hypertensive patients; a statement 
entitled “A Method for Culturing 
Beta Hemolytic Streptococci from 
the Throat”, prepared by Dr. Wan- 
namaker for use by physicians, di- 
rectors of laboratories and their 
staffs, health departments, «nd 
public and hospital nurses; a sym- 
posium on rheumatic fever which 
contains three review articles pre- 
viously printed in the journal Cir- 
culation, December 1956; and a 
new booklet entitled “Congen‘tal 
Defects—A Physician’s Guide ‘or 
Evaluation and Management’, p:e- 
pared by the Committee on Con- 
genital Heart Disease. The last- 
named booklet is designed for ‘he 
physician who is not a cardioleo 4i- 
cal specialist, to help him decide 
whether patients with congenial 
malformations of the heart should 
be submitted to a cardiac cenire 
for special study. 









